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ABSTRACT OF THE DISSERTATION
The Evaluation of Sharper Future: A Community-Based
Sex Offender Treatment Program
by
Lindsay M. Cunningham
Doctor in Psychology
Loma Linda University, December 2008
Dr. David Vermeersch, Chairperson
A program evaluation of Sharper Future’s

Substance Abuse Services

Coordinating Agency (SASCA) sex offender treatment program was conducted in order
to ascertain whether the program is meeting its treatment goals as outlined by the SASCA
contract and Sharper Future program goals. The participants of this evaluation were 248
past male Sharper Future clients who had been mandated to treatment at the Sharper
Future facilities and were funded by the SASCA program. The data used in this program
evaluation was archival, as it existed in the clients’ file as supplied by the Sharper Future
clinics that run a SASCA treatment program. The participants were those who have either
completed the Sharper Future SASCA program or were dismissed for various reasons and
were no longer enrolled in the program at the time of this evaluation. The site locations
that both conducted a SASCA program and participated in the evaluation were San
Diego, Los Angeles, and the Inland Empire Sharper Future clinics.
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CHAPTER ONE
INTRODUCTION
Sexual crimes invoke the most public outcry, concern, and apprehension. Some of
the published data on sex offenses in the United States show that 1 in 6 women and 1 in
33 men report experiencing a completed or attempted rape at some time in their life
(Tjaden & Thoennes, 1998). Further, it is estimated that only 16 to 33% of sex crimes are
reported (Ringel, 1997). Despite this low reporting rate, in recent years an increasing
number of sex offenders have been prosecuted and are under some form of incarceration
or supervision in the criminal justice system. Since 1980, the number of imprisoned sex
offenders in the United States has grown by more than seven percent per year (Scott,
2003). In 1994, nearly 1 in 10 state prisoners were incarcerated for committing a sex
offense (Scott). In fact, sex offenders now represent approximately one quarter of the
total incarcerated population in state prisons throughout the United States (McGrath,
Gumming, Livingston, & Hoke, 2003).
Community surveys have found that 5 to 20% of men confess to at least one
occurrence of sexual aggression (Hanson & Morton-Bourgon, 2005; Hanson & MortonBourgon, 2004).
As of 2006, Megan’s Law Report Card contained information on 104,824
registered sex offenders in California. Public interest in the crime and its perpetrators has
risen, as evidenced by the quantity of available matches to “sex offender(s)” search
criteria in Yahoo! and Google search engines, 9,140,000 and 1,300,000 respectively as of
October 12, 2006. On October 17, 2008, using the same search criteria, Yahoo! produced
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an increase of 500% with 58,900,00 matches and Google experienced a 300% increase in
search results at 5,805,000.
Efforts are ongoing to acquire psychological knowledge of this most complicated,
heterogeneous, and calculating offender. Distinctive policies have been directed towards
individuals who have committed such offenses, including long-term supervision,
treatment, civil commitment, community notification, and public registries (Hanson &
Morton-Bourgon, 2004).
It is important for the purpose of this evaluation to define the constructs of
“sexual offense”, “violence”, and “recidivism”, as definitions of these terms has varied
widely in published studies and reports. The use of the terms “sexual assault” and
“sex(ual) offender” are defined as the following by the Bureau of Justice Statistics (BJS):
sexual assault includes convictions for (forcible) rape, statutory rape, forcible sodomy,
lewd and lascivious acts with/against children, and other offenses related to fondling,
molestation, or indecent practices (Greenfield, 1997). The term “sex offender” describes
those offenders convicted of rape or sexual assault (Greenfield). In addition, California
Megan’s Law established three classifications of sex offenders to generally distinguish
their risk-potential based on their criminal behavior. These classifications are commonly
referred to as “serious”, “high-risk”, and “other” (California Office of the Attorney
General, 2002). Sex offenders are classified as “serious” when they have been convicted
of at least one of the following charges: assault with intent to commit rape, oral
copulation, or sodomy; rape; sodomy with a minor by force; continuous sexual abuse of a
child; child molestation; penetration with a foreign object by force; kidnapping with
intent to commit a specified sex offense; felony sexual battery; or felony enticement of a
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child for purpose of prostitution (California Office of the Attorney General). Sex
offenders are classified as “high-risk” when they have met the above criteria and have
been convicted of multiple violent crimes, at least one of which was a violent sex crime
(California Office of the Attorney General). In addition, the sex offender must have been
involved in specified criminal activity within the five years prior to the high-risk
assessment, not including time spent while incarcerated (California Office of the
Attorney General). Finally, sex offenders are classified as “other” when the only
convicted sex offense involved pornography, exhibitionism, misdemeanor sexual battery,
incest, or spousal rape (California Office of the Attorney General).
Secondly, “violence” has been defined as physical force exerted for the purpose
of violating, damaging, or abusing, and/or an unjust use of power (Hanson & MortonBourgon, 2005; Kenworthy, Adams, Bilby, Brooks-Gordon, & Fenton, 2004). For the
purposes of this evaluation and as outlined in the Minnesota Sex Offender Screening
Tool, Revised (MnSOST-R) an offense is considered violent if any of the following are
present during an offense (sexual or general): weapons used, displayed, or implied (any
instrument that could be used to inflict substantial bodily harm); physical force/harm.
threat of force/harm, or intimidation; victim vulnerable due to mental illness, mental
retardation, physical disability, or intoxication; any form of sexual penetration of a victim
under the age of 13; and/or alcohol/drugs provided to the victim to facilitate commission
of the offense (Epperson, Kaul, Goldman, Huot, Hesselton, & Alexander, 2004).
Lastly, the term recidivism, as a construct, has been defined in various ways. In
some studies, recidivism is defined as a reconviction for a sexual offense (Harris &
Hanson, 2004). In other studies, recidivism is defined as offenders who are charged with
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a new or any offense (not sexual), independent of conviction (Harris & Hanson). Other
extensions of the definition have included informal reports to child protective agencies,
self-report, violations of conditional release conditions, and being questioned by the
police (Harris & Hanson). All else being equal, the estimated recidivism rate should
increase with each expansion of the definition; therefore the broader the definition, the
larger the recidivism estimate should appear (Harris & Hanson). Consequently, it is
important to specify the recidivism criteria in any recidivism estimate. For the purposes
of this evaluation, recidivism shall be defined as the percentage of sexual offenders that
are either charged with, or convicted of, another sexual offense once they have been
sanctioned.

CHAPTER TWO
REVIEW OF THE LITERATURE
Not all sexual offenders are equally likely to reoffend. In their sample, the
observed sexual recidivism rates among groups of sexual offenders is in the range of 10
% - 15 % after 5 years (Hanson & Bussiere, 1998). Age appears to have an effect on
recidivism rates as well. Although the effect is not yet clearly understood, in general
research demonstrates that for those individuals who have committed a sexual offense in
the past, their risk for recidivism decreases with age (Hanson, 2002; Hanson, 2001;
Doren, 2006; Thornton, 2006). Additionally, those offenders who failed to complete
treatment were found to be a higher risk of recidivism than those who completed
treatment (Hanson & Morton-Bourgon, 2005; Hanson & Bussiere).
Over the last two decades empirical evidence has increasingly supported the view
that it is possible to further reduce recidivism rates by treating or rehabilitating sexual
offenders rather than by simply punishing them (Ward & Brown, 2004; Ward & Stewart,
2003). The rehabilitative perspective rests on a number of important assumptions about
crime and the characteristics of offenders. The first assumption is that crime is caused by
distinct patterns of social and psychological factors that increase the chances a given
individual will break the law (Ward & Stewart). Second, targeting these factors will
decrease reoffending rates (Ward & Stewart). The third and final assumption is that
individuals vary in their predilection to perpetrate deviant acts and this should be taken
into consideration when planning rehabilitation programs; thereby tailoring treatment to
the offender’s distinctive and unique needs (Ward & Stewart).
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There are differing models of sex offender rehabilitation. There is the risk
management model where the primary purpose of rehabilitating the offender is to avoid
harm to the community rather than place any emphasis on improving the offender’s
quality of life. However, there is increasing empirical support for the concept that
improvement of the offender’s quality of life plays an instrumental role in reducing
recidivism rates (Ward & Brown, 2004; Ward & Stewart, 2003). Another rehabilitative
model is concerned with enhancing the offender’s capabilities in order to improve his/her
quality of life and by doing so, reducing the chances of the offender committing future
acts against the community (Ward & Brown; Ward & Stewart). There are few models
that take into consideration both the criminal justice and community needs with those
needs of the offender. The concept of criminogenic needs attempts to reconcile this issue
by addressing the concerns of both the risk management and the rehabilitative models.
Factors associated with risk of recidivism include static, or unchanging, factors
such as gender of victim, age of offender, and offending history (Hanson & Bussier,
1998; Seto, 2005; Ward & Stewart, 2004). While static factors play an important role in
determining initial levels of risk, they are of lesser value in the guidance of treatment
planning (Seto; Ward & Stewart). The fact that they are unalterable means they fail to
reveal whether a person has changed as a result of treatment, by how much they have
changed, what has changed, and does not inform clinicians about when an offense is
likely to occur. Therefore, the efficacy of static risk factors is restricted in treatment once
the preliminary risk assessment has been executed (Seto; Ward & Stewart). In contrast,
dynamic risk factors, or criminogenic needs, can provide clinicians with information
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concerning the impact of treatment on an individual’s level of risk and also indicate
where change has occurred (Ward & Brown, 2004; Seto; Ward & Stewart).
Risk is contextual and may be dependant upon internal and external phenomenon.
Therefore, risk changes over time, place, and circumstances. Effective management will
depend on being able to evolve assessments of risk into dynamic systems and the use of
static factors. The variations of dynamic factors are a promising feature in risk prediction
(Craig, Browne, Stringer, & Beech, Harris & Hanson, 2004).
Criminogenic needs are dynamic, or changing, attributes of sex offenders and
their circumstances that, when changed, are associated with reduced rates of recidivism
(Andrews & Bonta, 1998; Ward & Brown, 2004; Ward & Stewart, 2003). For example,
pro-offending attitudes and values, aspects of antisocial personality (i.e., impulsivity and
emotion dysregulation), employment and housing status, treatment attrition, poor
problem solving and coping skills, substance abuse, high degree of hostility and anger,
empathy deficits, hostility towards women, deviant sexual arousal, and criminal
connections or acquaintances (Hanson & Harris, 1998; Valleire, 1997; Andrews & Bonta;
Ward & Stewart). Accordingly, criminogenic needs are a set of factors predictive of
recidivism.
In contrast, noncriminogenic needs are dynamic attributes of sex offenders and
their circumstances, which, when changed, are not currently associated with reduced risk
of recidivism (Craig, Browne, Stringer, & Beech, 2005; Ward & Stewart). Examples of
noncriminogenic needs are low self-esteem, anxiety, personal distress, denial, or group
cohesion (Scott, 2003; Ward & Brown, 2004; Ward & Stewart, 2004). Priority should be
given to addressing criminogenic needs due to the positive relationship between
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criminogenic needs and reduced recidivism rates, and not noncriminogenic needs, which
may or may not be shown to be effective at reducing recidivism.
The majority of practitioners and researchers in the discipline of treatment of
sexual offenders use a cognitive-behavioral model based on social learning theory, which
hypothesizes that sexually deviant behavior is the consequence of gradual conditioning to
a powerful reinforcer (Knopp, 1984; Knopp, Freeman-Longo, & Stevenson, 1992).
Cognitive-behavioral treatments are argued to provide the best strategy for reducing an
offenders’ risk of reoffense, while non-cognitive-behavioral treatments have been shown
to have non-significant or adverse results (McGrath, Gumming, Livingston, & Hoke,
2003; ATSA, 2001, p.17). Further, cognitive- behavioral treatments form the foundation
of sex offender treatment programs, and most of the formal sex offender treatment
facilities in the United States report using cognitive-behavioral models of intervention
(McGrath, Gumming, Livingston, & Hoke; Kenworthy, Adams, Bilby, Brooks-Gordon,
& Fenton, 2004). However, the effectiveness of such treatment programs has been
debated, as there is no conclusive evidence that sex offender treatment programs reduce
recidivism. Opinion remains divided regarding the lack of relevant evaluative research on
the effectiveness of psychological treatments for sexual offenders despite the growth in
literature on the merits of treatment (Kenworthy, Adams, Bilby, Brooks-Gordon, &
Fenton; Quinsey, Khanna, & Malcolm, 1998). Randomized control trials in this field are
often complex and difficult, and there are ethical prohibitions against denial of treatment
to the sex offender population (Kenworthy, Adams, Bilby, Brooks-Gordon, & Fenton).
Given the belief that treatment works, there are human rights and ethical implications that
are to be considered should a potentially helpful intervention be withheld within a
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controlled trial, not to mention implications and consequences for future potential victims
(Quinsy, Khanna, & Malcolm). This controversy hampers researchers wishing to
undertake evaluative studies. Randomized controlled trials are rarely undertaken in
criminal justice settings (Kenworthy, Adams, Bilby, Brooks-Gordon, & Fenton, Quinsey,
Khanna, & Malcolm). Also, the current research data on treatment efficacy may not
account for the differences between clients who elect to participate in treatment and those
who do not.
Additional problems associated with the effectiveness of sex offender treatment
programs include designs that are too weak to support conclusions about treatment effects
and the fact that important questions remain about the size, significance, and stability of
treatment effects over time, and about whether current research results can be generalized
to the highest risk sex offenders (Marques, Wiederanders, Day, Nelson, & van Ommeren,
2005). Researchers have reported significant gaps in our knowledge base and have called
for vigorous research to improve our understanding of how and when sexual offender
treatment works (Marques, Wiederanders, Day, Nelson, & van Ommeren; Hanson,
Gordon, Harris, Marques, Murphy, Quinsey, Seto, 2002).
There are conflicting results of such concerns, however meta-analytic studies
have found that those who remain in sex offender treatment may reduce the risk of
recidivism from 19% to 9% (a reduction of recidivism by over half the risk), independent
of other factors that reduce risk (McGrath, Gumming, Livingston, & Hoke; Hanson,
Gordon, Harris, Marques, Murphy, Quinsey, & Seto, 2002). Those offenders who start
but do not complete treatment have been found to have higher rates of recidivism than
those who never start treatment and those who complete. Further, treatment attrition may
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be predicted by substance abuse issues (van Horn & Mulder). Overall, the sexual
reoffense rate is lower for treated offenders (12.3%) than for those who go untreated
(16.8%) (Marques, Wiederanders, Day, Nelson, & van Ommeren, 2005). More
importantly, studies of contemporary treatment approaches, like cognitive behavioral
approaches, reported a reduction in sexual recidivism from 17.4 to 9.9% (Marques,
Wiederanders, Day, Nelson, & van Ommeren).
Treatment of sexual offenders has been found to be an effective means of
lowering rates of recidivism as compared with results of non-treated sexual offenders.
Treatment plans that use both cognitive behavioral types of interventions and the relapse
prevention (RP) model of intervention have been found to be the most widely used and
widely accepted forms of sex offender treatment. The employment of the principles of RP
to the treatment of sexual offenders was first adapted by Marques (1982) from the work
of Marlatt (1982) and his colleagues (Marshall & Anderson, 2000). Because RP is a
descendant of social learning theory, it was readily incorporated into the cognitive
behavioral treatments current at the time and was, as a result, actively taken up by many
North American practices working with sex offenders (Marshall & Anderson; McGrath,
Gumming, Livingston, & Hoke; Kenworthy, Adams, Bilby, Brooks-Gordon, & Fenton,
2004). Since then, RP has become a treatment element of most sex offender treatment
programs in the United States, Canada, Britain, Australia, New Zealand, and, most
recently, Europe (Marshal & Anderson; McGrath, Gumming, Livingston, & Hoke;
Kenworthy, Adams, Bilby, Brooks-Gordon, & Fenton). Recently, however, this approach
has been questioned.
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The following terms used in the RP model are necessary to define. These terms
include “relapse”, “lapse”, and “offense chain”. With deference to this evaluation, the
term “relapse” will refer to any occurrence of a sexual offense(charged, convicted, or
reported), thus signifying a full blown (re-) establishment of the problematic behavior (a
sex offense) (Stoner & George, 2000; George & Marlatt, 1989). The term “lapse” will
refer to any incidence of willful and elaborate fantasizing about sexual offending or any
return to sources of stimulation associated with the sexual offense pattern, but short of
performing the sex offense behavior, such as masturbation to a deviant thought or fantasy
supportive of a sexual crime (Stoner & George; George & Marlatt). A “lapse” has also
been associated with the immediate antecedent to the illicit sexual offense (Ward,
Louden, Hudson, & Marshall, 1995). In the RP model, an “offense chain” includes three
phases between unlawful sex and committing a lapse: making approach or avoidance
goals for sexual offending, selecting a strategy consistent with the goal, and entering a
high-risk situation (Stoner & George; George & Marlatt; Ward Louden, Hudson, &
Marshall). The term “offense chain” is sometimes used synonymously with the term
“relapse”, as both definitions constitute the establishment or re-establishment of a
problematic and harmful behavior.
The RP component of cognitive behavioral programs aims to (a) instill in the
clients the capacity to recognize the factors and situations that serve to initiate their
offense chain or relapse; (b) help clients identify the steps involved in their offense chain
potentially leading to a relapse and their associated thoughts, feelings, and behaviors, (c)
provide clients with the coping skills necessary to deal with future problems or
circumstances that may put them at risk; and (d) have each client generate a set of plans
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that will reduce the likelihood of him being in a risky state or situation and that will allow
him/her to deal with such circumstances should they inadvertently arise (Marshall &
Anderson; George & Marlatt, 1989).
Furthermore, RP serves as an integrating concept for the participants in treatment
so that they can recognize the value and meaning of each of the other treatment
components. In this way, RP serves to harmonize the overall approach to treatment
(Marshall & Anderson, 2000). Two elements of the RP model thought to add to the
effectiveness of sex offender treatment are the internal self-management and external
supervisory dimensions. The internal self-management component can embrace any or all
of the following: (a) education in the language of RP, (b) identifying risk factors, (c)
identifying the features of offense chain or relapse, and (d) helping offenders develop RP
plans (Pithers, 1990; Marshall & Anderson, 2000). The external supervisory component
of RP may involve extensive postdischarge supervision, and perhaps involve further
treatment (Pithers; Marshall & Anderson).
Lastly, sex offender treatment programs that do not incorporate RP as a part of the
cognitive-behavioral treatment approach have not found any positive treatment effects
(Marshall & Anderson, 2000; Hanson, Steffy, & Gauthier, 1993; Rice, Harris, &
Quinsey, 1991). Sex offender treatment programs that initiated the RP model after years
of non-RP treatment found positive treatment effectiveness once the RP model was
launched (Marshall & Anderson, 2000; Masrhall & Barbaree, 1988). Therefore, RP
appears to be an integral dimension of cognitive- behavioral sex offender treatment
programs internationally.
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Sharper Future
Sharper Future (SF) is a private-sector forensic psychology agency whose parent
company is Pacific Forensic Psychology Associations, Incorporated (PFPA, Inc.).
Sharper Future is a corporation that specializes in forensic mental health services that has
established clinics in 11 locations or regions throughout the state of California in the past
13 years, after the founding of the company in 1995 under the name SHARP (Sharper
Future brochure). The program was created at this time and began offering services in the
San Francisco area in response to community need (Sharper Future brochure). The
program’s name Sharper Future is an acronym for Social Habilitation and Relapse
Prevention-Expert Resources.
Sharper Future employs individuals from many educational classifications in
order to provide services to the clientele. They employ Ph.D.s and Psy.D.s, Social
Workers (LCSW, MSW), Certified Alcohol and Drug Counselor Associate (CADCA),
Clinical Psychology Interns, and Clinical Psychology Practicum Students. Training
specific to sexual offender treatment is done in supervision and via didactic conferences.
The program is purported to be involved and interested in community safety;
therefore providing services to a diverse population, including those involved in the
criminal justice system. Sharper Future works in collaboration with relevant agencies in
providing intensive research-based assessment and treatment services in order to manage,
contain, and reduce anti-social, abusive behavior. The Sharper Future program includes
treatment interventions, such as psychological evaluations, psychological testing and
report writing, psychophysiological testing, mental health psychotherapy, and treatment
programs designed specifically for sexual offenders (Sharper Future Mission Statement).
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Intensive group and individual therapy for sexual offenders and abusers is the
specialty of Sharper Future. Treatment is available for male and female, adult and
juvenile, and developmentally disabled abusers. Treatment for this population is preceded
by a thorough evaluation to determine suitability for treatment and risk for sexual and
violent offending. The curriculum-based sexual treatment program is directed toward
reducing the risk of violent and inappropriate sexual behavior by increasing the
offender’s awareness of high-risk behaviors, situations, emotions, and thinking. Clients
learn practical coping strategies that they can use when they discover that they are in a
behavioral cycle that leads to offending behavior. Additionally, clients gain awareness of
the damage that they have caused to the victims of their crimes. Treatment includes
modules on sex education, human sexuality, community transition, social skills, family
reunification, substance abuse, anger management, and interpersonal skills (Sharper
Future Mission Statement).
While Sharper Future provides a variety of services to the clients and the
community, the focus of this evaluation will be on a sexual offender treatment program.
which is a highly structured program that is funded by the State of California’s Office of
Substance Abuse Programming (OSAP) through the Substance Abuse Services
Coordinating Agencies (SASCAs). The program receives its referrals primarily through
SASCA for those who have completed a Substance Abuse Program (SAP) in prison. The
clients are mandated to attend treatment by their State Parole Agent. The SASCA
contract dictates that certain services be provided to the targeted population. For these
purposes, the SASCA contract stipulates that the providers offer intensive treatment for
three hours a day and three days a week to male offenders. The contract requires a
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specific billing and tracking process, some of which is not available for the purposes of
this evaluation due to Internal Review Board (IRB) constraints. As a result, each site is
responsible for the tracking and billing of each SASCA client separately and must fill out
an Admission/Discharge form for each client every time an individual enters or exits the
program, no matter the reason for the discharge. The Sharper Future clinics with a
SASCA program are also to bill for the SASCA clientele in a separate billing folder,
therefore much of this information will be unavailable for review during the data
collection process. The SASCA contract does not specify what, if any, intake procedures
are to be used as part of the diagnoses or treatment planning components of treatment.
Therefore, any intake procedures performed by Sharper Future staff are in excess of
contract requirements.
Once the initial contact has been made, usually upon release from confinement,
the client undergoes an extensive and thorough assessment. After the initial assessment.
every qualified participant moves into a group-based, carefully sequenced.
psychoeducational curriculum, which addresses the core issues related to the offense for
which the client was referred. Each participant is encouraged to take responsibility for his
behaviors, engage actively in the program, and alter his/her lifestyle to reduce his/her risk
of reoffending. Intensive cognitive behavioral interventions focused on relapse
prevention principles address the distorted thinking, emotional dysregulation, and
maladaptive behaviors associated with reoffense risk. Substance abuse issues that have
played a part in the offense pattern are addressed concurrently. Additionally, victim
safety perspectives underlie the program, as community safety is the foremost goal and is
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the primary criterion in all treatment and case-management decisions. The treatment
consists of 180 treatment sessions, which occur for three hours a day, three days a week.
Research addressing risk of recidivism shows that addressing the clients’
criminogenic needs in cognitive behavioral based treatments are not only important
issues to address in sex offender treatment programs, but have also been shown to be an
effective means in reducing one’s level of risk for offense. As such, criminogenic needs
are at the core of Sharper Future’s sex offender treatment program. Sharper Future has
been utilizing research-based treatments for the past 10 years; however, there is currently
not a system to evaluate the efficacy of the Sharper Future sex offender treatment
program. In this evaluation, the effectiveness of Sharper Future’s sex offender treatment
program, as well as the degree to which the program meets its stated goals for the
program and the degree to which the program meets its requirements of the SASCA
program/contract, will be determined.
It is noted that this evaluator was an employee of Sharper Future, Inland Empire
Clinic, for two years (2005 - 2007) and is familiar with the policies, procedures, filing
system, and overall system that encompass the Sharper Future programs, as well as first
hand knowledge of the SASCA contract and the implementation of the required program
services evident in the data collected.
Method
Participants
The participants of this evaluation will be past Sharper Future clients who have
been mandated to treatment at the Sharper Future facilities and are funded by the SASCA
program. The data to be used in the program evaluation will be archival, as it exists in the
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clients’ file as supplied by the Sharper Future clinics that run a SASCA treatment
program.
Measures
Sharper Future clients undergo a lengthy and extensive intake/evaluation before
entering into the treatment process. Therefore, there is a wealth of information available
about each client to the Sharper Future clinic. The following is a list of information
available for the program evaluation.
Name/Client’s Identification Number
Each client will be assigned a random number in order to maintain client anonymity and
to adhere to the HIPAA and American Psychological Association Standards and Code of
Ethics.
Date of Admission (DOA)
This is the date of the client’s first contact with Sharper Future clinics. This is the date in
which treatment is said to begin and the date in which SHARPER FUTURE begins to
charge SASCA for its services.
Date of Discharge (DOD)
This is the date that the client is officially discharged from the sex offender treatment
program and is no longer under contract to attend treatment by his/her parole agent. This
is also the date that Sharper Future may no longer charge SASCA for services rendered.
Length of Stay (LOS)
This includes the date of entry, date of discharge, and number of treatment days with the
client by Sharper Future facilities prior to discharge from the program.
Date of Birth (DOB)
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This is the client’s date of birth by official records.
Age
Client’s age at intake as determined by date of birth.
Gender
Includes the client’s gender, stated or observed.
Number of Sessions (NOS)
This number is considered in determining the discharge date for a SASCA client. It is
determined by the date of entry and number of treatment contacts prior to the discharge
criteria of 180 sessions.
Clinic Site
There are three Sharper Future clinics that run a SASCA sex offender treatment group.
The clinic sites are located in San Diego, Los Angeles, the Inland Empire. Each site will
be given a reference number in order to organize and categorize data information as it is
compiled.
Type of Discharge
This is determined by the reason the client is no longer receiving treatment. Examples of
discharge type may include, but are not limited to: program completion (all 180 sessions
attended); treatment attrition due to parole violation or absconding; treatment attrition
due to reassignment of Parole Agent; treatment attrition due to changes in housing,
finances, or employment; and treatment dismissal due to problematic, disruptive, or
disrespectful behavior at the clinic, in group, or of staff.
Employment Status at Admission to the Program
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Includes the client’s nature of employment at the time of entry into the SASCA program.
Employment status may include, but are not limited to: employed (full or part time);
employed (self or other); unemployed (length of unemployment period); recently
incarcerated; student; receiving disability; other.
Employment Status at Discharge from the Program
Includes the client’s nature of employment at the time of discharge from the SASCA
program. Employment status may include, but are not limited to: employed (full or part
time); employed (self or other); unemployed (length of unemployment period);
unemployed (seeking); unemployed (not seeking); recently incarcerated; student (full or
part time); disabled; other.
Housing at Admission to the Program
Includes the client’s housing circumstances at the time of entry into the SASCA program.
Housing type may include, but are not limited to: homeless, incarcerated, renting a room
in a house, renting an apartment, renting a house, own home/condo, living with parent(s),
living with relative(s), living with spouse/partner, living with children, living with
friend/roommate, sober living environment, public housing, group home, or other.
Housing at Discharge from the Program
Includes the client’s housing circumstances at the date of discharge from the SASCA
program. Housing type may include, but are not limited to: homeless, incarcerated,
renting a room in a house, renting an apartment, renting a house, own home/condo, living
with parent(s), living with relative(s), living with spouse/partner, living with children.
living with friend/roommate, sober living environment, public housing, group home, or
other.
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Intake Packet
The intake packet includes information provided by the client and the client’s
demographic data, including name, AKA’s, age, date of birth, place of birth.
race/ethnicity, gender, citizenship status, primary language, sexual orientation, and
marital status. The intake packet includes any previous psychological assessments and
treatment; personal medical history with an emphasis on current consumption of
medications and usage of the medication; substance abuse history; other addictive
behaviors; education/military/employment history; relationship history; sexual history;
sexual offense history; offense profile; insight and accountability; criminal justice
history; and current risk assessment of harm to self or others. To be completed by the
evaluator are sexual re-offense risk factors, mental status exam, DSM-IV-TR diagnoses,
and initial treatment plan.
ABEL Assessment of Sexual Interest (ABEL)
This instrument uses self-report of attraction to 22 categories of possible sexual stimuli,
as well as a surreptitious measure of sustained visual reaction time (VRT) to photographs
of the stimuli (Abel, Lawry, Karlstrom, Osborn, & Gillespie, 1994; Fischer, 2000). The
instrument also includes a questionnaire regarding sexual behavior. The test uses 160
slides in 22 categories of possible sexual attractors that include 2-to-4-year-old children.
8-to-10-year-old children, 14-to 17-year-old adolescents, and adults (Abel, Lawry,
Osborn, & Gillespie; Fischer). The slides include images of both genders, and both
African Americans and Caucasians. The heart of the test is its measure of sustained visual
attention, as the clients have an unlimited amount of time to view each slide. The
computer measures in milliseconds how long each image is projected on the screen. The
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information gleaned from this assessment speaks to the clients’ level of sexual interest of
certain victim demographics and types of sexual stimuli, such as frotteurism.
sadomasochism, exhibitionism, fetishism, and voyeurism (Abel, et al.; Fischer). The
reliability and validity of the ABEL Assessment of Sexual Interest is still in question
(Abel, et al.; Fischer)
Millon Clinical Mulitaxial Inventory, Third Edition (MCMI-III)
This instrument is a 175-item, true-false self-report psychological inventory intended to
be used with psychiatric patients (Choca & van Denburg, 1997). The MCMI-III has 24
clinical scales clustered into four groups: personality scales, severe personality patterns.
clinical syndromes, and severe clinical syndromes (Choca & van Denburg). Additionally,
the instrument includes an adjustment factor, a Validity scale, and two other scales
measuring the client’s response tendencies (Choca & van Denburg). Internal consistency
of the 24 scales was estimated to be .67 to .90 using Cronbach’s alpha, and test-retest
stability was estimated to be .84 to .96 over a period of 5 to 14 days (Strack, 2002).
Static-99
The Static-99 is an actuarial risk instrument that uses only static (unchangeable) factors
that have been empirically validated to correlate with sexual recidivism in adult males.
The static factors used in the Static-99 include prior sex offenses, prior sentencing dates,
any convictions for non-contact offenses, index non-sexual violence, prior non-sexual
violence, any unrelated victims, any stranger victims, any male victims, young (age of
offender), and single. The estimate of sexual and violent recidivism produced by the
Static-99 can be thought of as a baseline of risk for violent and sexual reconviction. From
this baseline of long-term risk assessment, treatment and supervision strategies can be put
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in place to reduce the risk of sexual recidivism. This instrument provides explicit
probability estimates of sexual reconviction, is scored, and has been shown to be robustly
predictive across several settings using a variety of samples. The weaknesses of the
Static-99 are that it demonstrates only moderate predictive accuracy (ROC=.71) and that
it does not include all the factors that might be included in a wide-ranging risk
assessment (Harris, Phenix, Hanson, & Thornton, 2003).
Sex Offender Needs Assessment Rating (SONAR)
This instrument was developed in attempt to find a standardized method for measuring
change in risk levels over time (Craissati & Beech, 2003). The SONAR was based on
dynamic categories (victim access, emotional collapse, collapse of social supports,
hostility, substance abuse, sexual preoccupations, rejection of supervision, and a unique
factor that poses an increased risk for a particular offender) of risk. The SONAR shows
adequate internal consistency and moderate ability to differentiate between recidivists
and non-recidivists (r=0.43; ROC area of 0.74), even when well-established static risk
factors were controlled for (Craissati & Beech).
Stable-2000/Acute 2000
The Stable-2000 is an instrument used in risk assessments to help determine a client’s
relatively stable risk factors that may place the client in a higher level of risk should
he/she endorse any of the factors. The variables used in the Stable-2000 include intimacy
deficits, significant social influences, attitudes tolerant of sexual assault, sexual self
regulation and general self-regulation (Hanson & Harris, 2000). The areas of the Stable2000 that are found to put the client at risk are then used for creating the client’s
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individual treatment plan. The Stable-2000 shows adequate internal consistency (r=0.40)
(Hanson & Harris).
Minnesota Multiphasic Personality Inventory, Second Edition (MMPI-II)
The MMPI-II is a measure of psychopathology and normal/abnormal personality
functioning (Greene, 2000). The test consists of 567 true-false items (Greene). The
client’s responses to these items are then scored on 10 clinical scales that assess major
categories of psychopathology (Greene). In addition to the 10 clinical scales, the
inventory contains five content and supplemental profiles that enhance the information
gleaned from the 10 clinical scales (Greene). Also, the MMPI-II contains four validity
scales that assess the examinees test-taking attitude (Greene). The interpretation of the
MMPI-II is a multistage process and it is essential that each step be taken in order of
validity, clinical scales, and demographic information (Greene). The MMPI-II has
acceptable test-retest reliability (ranging from .58 to .92 for the 10 clinical scales)
(Nichols, 2001). Further, internal consistency reliabilities range from .33 to .84 for the
same scales Nichols).
Design
The aforementioned data will be evaluated using a process-type of program
evaluation. A process evaluation involves the evaluation of the intervention, rather than
the final product (Royse, Thyer, Padgett, & Logan, 2001). The overarching principles or
goals of a process evaluation include a program description, program monitoring, and
quality assurance (Royse, Thyer, Padgett, & Logan). A process evaluation looks at
problems encountered, such as a discontinuity between the Sharper Future clinics or
information missing from a client’s chart. Another purpose of a process evaluation is to
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assist in explaining why a program did or did not achieve expected outcomes (Royse, et
ah). Process evaluations are essential to those who want to replicate or transfer clinic
procedures, as process evaluations document the operations of a program (Royse, et ah).
As such, process evaluations provide the data necessary to judge the intensity and
reliability with which services are delivered; this evaluation will rely heavily upon data
normally captured by Sharper Future (Royse, et ah).
Program monitoring is a basic form of program evaluation and is included in a
process-type evaluation. Program monitoring will include examining Sharper Future’s
specific goals and objectives and comparing them to the literature. Sharper Future states
that they employ state of the art treatment as defined by current empirical literature.
These treatments are defined as criminogenic needs as possible risk factors for sexual
recidivism. Therefore, the questions to be asked are: “Is Sharper Future addressing the
criminogenic needs in treatment?”; “Is this consistent with current literature?”; “Can
Sharper Future or is Sharper Future measuring this?”; and “Is Sharper Future meeting the
goals and needs of the funding agency, SASCA?” For example, how is the program
measuring whether housing, substance abuse, treatment completion, and other
criminogenic factors shown to be predictive of reduced recidivism being addressed?
These questions will be evaluated and critically examined utilizing chart review
information, administrative records review data, and a review of the SASCA contract
language to determine if Sharper Future is meeting the goals and needs of the Sharper
Future clinic and funding agency. Therefore, Sharper Future is being monitored to check
the program’s progress in meeting its objectives for the SASCA sex offender treatment
program. In this case, program monitoring can be used most effectively in a diagnostic
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sense, in that the Sharper Future directors can look for symptoms that would help them
diagnose certain problems and resolve the issue before the problem is overwhelming.
Examples of program monitoring include client entry and discharge. Subsumed in this
process is client attrition. Who, how many, and why are clients leaving the sex offender
treatment program early? Additionally, program monitoring can inform as to whether
there is an increase of clients with certain types of problems or diagnoses.
Quality assurance (QA) is another basic aspect of program evaluation used in a
process-type evaluation and involves determining the level of compliance with some set
of standards. QA also refers to the assessment of a program’s level of performance and
the integrity of its services (Listiak, Carich, & Graham, 2006). QA aims to identify and
correct deficiencies occurring in the process of providing care to the clients. QA
standards require agencies to document for all of their clients such information as:
presenting problem/diagnosis, treatment plan, frequency and length of treatment episode,
service modality/provider, and discharge plans. From this information, Sharper Future
can determine if treatment was consistent with generally accepted practice and continuity
of care and reasonable follow-up were provided. Efforts of QA focus exclusively on the
process of treatment rather than on treatment outcome. QA provides a degree of
consistency and uniformity by promoting adherence to clinical guidelines. Adherence
refers to the degree to which program activities and treatment are delivered according to
plan (i.e., appropriate selection of clients, all core components are delivered in
accordance with treatment manual, staff is trained properly, and use of correct protocols
and techniques) (Listiak, et al., 2006). QA also integrates exposure to resources, or
outputs, which is essentially the dosage or frequency the program delivers such resources
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to the clients (i.e., number of treatment sessions implemented, length of each session,
sessions delivered when planned by appropriate number of properly trained staff, and
clients’ attendance at treatment sessions) (Listiak, et ah). Another component of QA is
the quality of program delivery, concerning the manner in which staff, volunteers.
teachers, students, and other individuals responsible for program delivery actually
provide the services afforded by the program. The last component of QA is participant
responsiveness, in which the degree all participants are engaged by and are involved in
the activities and content of the program (i.e., client progress on treatment
goals/objectives, degree of involvement in therapy, and attendance) (Listiak, et ah).
Using this type of evaluation, the evaluator should be able to determine the degree
to which the Sharper Future clinics meet their stated goals for sex offender treatment.
Procedure
There are numerous ways to collect process evaluation information about a
program. For the purposes of this evaluation, the method that will be used to collect
Sharper Future data will include organization record analysis and program documentation
analysis. Inherent in this design is the inclusion of all Sharper Future clinics that are
currently providing a SASCA sex offender treatment group.
The data collected will undergo descriptive statistics, such as percentages, means,
modes, medians, and standard deviations to determine the number and/or rate of available
client information and to record general record keeping strategies. The data will be
organized and analyzed using Excel spreadsheets.

CHAPTER III
RESEARCH DESIGN AND METHODOLOGY
Participants
The participants of this evaluation were 248 male Sharper Future (SF) clients who
had been mandated to treatment at the SF facilities and were funded by the SASCA
program. The data used in this program evaluation was archival, as it existed in the
clients’ files as supplied by the SF clinics that run a SASCA treatment program. The
participants were those who had either completed the SF SASCA program or were
dismissed for various reasons and were no longer enrolled in the program at the time of
this evaluation. The site distribution of participants is shown below (see Table 1Participants below).
Table 1-Participants

Number of Participants
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

171
28

49
248

The participants included 248 males and 1 female from three Southern California
locations described in Table 1-Participants (above). The one female participant accounted
for in the program evaluation was from the Inland Empire SF clinic and was not included
in the overall results due to potential outlier effects. Participants ranged in age from 23 to
72 years {M = 47, SD = 10) for all 248 participants. Of those dates of birth recorded, the
participants from the San Diego clinic ranged in age from 23 to 72 (M = 49, SD = 10),
providing the full age range for the entire distribution of ages for the program evaluation.
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For Los Angeles, the participants ranged in age from 27 to 67 (A/= 46, SD = 10). Lastly,
for Inland Empire, the participants ranged in age from 24 to 68 (M= 46, SD = 10). San
Diego recorded 54.4 % DOBs, Los Angeles recorded 96.4 % DOBs, and Inland Empire
recorded 71.4 % DOBs. San Diego recorded DOBs at a much lower rate than the other
two site locations, resulting in a suppressed total number of DOBs recorded. The
distribution of age ranges follows in Figure 1-Age Range Distribution (below).
Figure 1-Age Range Distribution
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Of the 62.1 % DOBs recorded and illustrated in Figure 1-Age Range Distribution
(above), those aged 40 - 49 represented the largest proportion of SF clients in the sample
at 39 % across sites. 50-59 year olds represented 28 % of the sample, followed by those
aged 30 - 30 (18 %), 60 -72 (12 %), and those aged 20 - 29 represented 4 % of the
sample.
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Procedure
Sharper Future (SF) clinics that had a SASCA contract (see Appendix A) were
asked to participate in the program evaluation. A SF representative signed a Letter of
Agreement, prior to the beginning of data collection which stated that the evaluation was
part of a doctoral project limited to archival data collection, that the research was carried
out following sound ethical principals, that participant involvement in the study was
voluntary, and that the confidentiality of research data was maintained per HIPAA
standards and regulations regarding protection of client information. The evaluator then
visited each site and conducted a chart review of closed cases of individuals who had
participated in the SF SASCA program. All archival client data was de-identified with
individualized numerical identifiers per HIPAA standards, so as to protect the identities
of all participants’ information gathered for the purposes of this evaluation. The
participants’ names never appeared on any forms used in the data collection process and
they were assigned a code number on the Project Tracking Log (see Appendix B) used to
record relevant chart information to assure anonymity during the data collection process.
The method of evaluation included and was limited to archival chart information
per Institutional Review Board (IRB) directives. The Project Tracking Log was created
using measurements of interest, as stated above in Chapter Two as potentially related to
criminogenic factors, to track individual chart information. Information of interest
(measures) used to perform the program evaluation included whether the information was
present in the chart and how well SF tracked this information. The measures of interest
included: Date of Admission (DOA), Date of Discharge (DOD), Length of Stay (LOS),
Date of Birth (DOB), Age, Gender, Total Number of Sessions (NOS), Clinic Site, Type
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of Discharge, Employment at Admission, Employment at Discharge, Housing at
Admission, Housing at Discharge, Intake Packet, DSM-IV-TR Diagnoses, Initial
Treatment Plan, Mental Status Exam, Sexual Reoffense Risk Factors, ABEL Assessment
(ABEL), MCMI-III, MMPI-2, Static-99, and the Stable 2000/Acute 2000. Much of this
information was obtained from SASCA Admission/Discharge Forms, which are a
required to be filed within the client’s chart by the SASCA program in order to bill and
track client information. This form is used whenever a person is admitted to and
discharged from the program. An individual may have one or more Admission/Discharge
forms present in the chart due to multiple admissions. The SASCA Admission/Discharge
Form ideally includes all demographic information of the individual, such as gender, date
of birth, ethnicity (which was not recorded as often as necessary to be evaluated as part of
the current program evaluation), age, type of discharge, housing type at admission,
housing type at discharge, employment status at admission, and employment status at
discharge. However, not every chart had this required form. In these cases an attempt was
made to obtain the data from other sources of information within the chart, such as Intake
Packet, Client Update Form (half sheet of paper that the client updates if there are any
changes in their employment or housing status), and other useful paperwork that may
include any or all of the aforementioned measures of interest. However, progress notes
were not used as a source of information for data collection nor were the actual Static-99
scores used in any way during this evaluation. Rather, the rate at which the Static-99 was
scored as part of the intake and treatment process was of interest in the current
evaluation. Also available in some charts was an Assessment Checklist, which provided
the scores and dates of testing. Since not every chart had this form present or completed,
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the evaluator looked through the raw testing data to ascertain the status of assessment
procedures and recorded the information found on the Project Tracking Log.
The data collection approach was designed to assess two types of data.
Administrative data refers to whether the aforementioned information was present in the
chart in order to verify the degree to which SF recorded and saved data necessary to
judge the intensity and reliability with which services were delivered. This data includes
demographic, documentation of intake procedures, and documentation of
admission/discharge data. Criminogenic data relates to information related to meeting the
clientele’s criminogenic factors and recidivism literature, such as the utilization of intake
and assessment data to identify risk factors for reoffense. Therefore, the first goal of the
present program evaluation was to ascertain whether this pertinent information was
consistently found in each available chart and that the information was being recorded in
a systematic way. The second goal of the evaluation was to determine whether SF is
addressing previously identified risk factors. This evaluation relied solely upon the
availability of data captured and retained by SF in archival client charts. A complete data
set was available for 28 of the possible 248 participants (11.3 % of the data). A complete
data set excluded Number of Sessions, ethnicity, and MMPI-2, as discussed below.
However, it is significant that there is a considerable amount of disparity across charts
and across clinics with regard to what information is found in the individuals’ charts.
While some sites included the collection of more of one type of data, and others more of
other types of data, there was a significant lack of uniformity based on the standards in
the charts themselves. Some information was collected outside of the chart, and although
the evaluator did not have access to this information for this evaluation, the evaluator is
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aware this information is tracked elsewhere; however, the forms in the chart are not being
filled out. While there was no contractual requirement to provide this information, there
is an internal inconsistency that will be discussed in the Discussion Section. The
importance of noting this here is that: 1) it is a significant finding administratively, and 2)
it is difficult to draw conclusions about whether criminogenic needs are being met.
Missing data may be caused by several factors. One potential cause may be due to
circumstances in which data was recorded and documented by SF clinics in other ways
that was not made available for this evaluation. Examples of information not available in
the archived charts and therefore not available for review for evaluation included:
Number of Sessions (NOS), which is a mandatory aspect of the SASCA billing process
that is known to be meticulously tracked by each clinic, but was not duplicated in the
client’s individual record and was therefore unavailable for evaluation due to IRB
limitations; assessment information, which varied by site regarding availability in
archived charts and was not readily available across sites; and MMPI-2, which was
removed from final analysis due to its infrequent use by SF clinics and therefore limited
number of MMPI-2s available for this evaluation.
Statistical Analyses
The data collected underwent descriptive statistics, such as percentages, means,
modes, medians, and standard deviations to determine the number and/or rate of available
client information and to record general record keeping strategies. The data was
organized and analyzed using Excel spreadsheets. The information collected is related to
the previously mentioned Administrative data. Additional analysis was performed
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utilizing this information to compare results to the recidivism literature and other
program evaluations with similar populations.

34

CHAPTER IV
RESULTS
Descriptive Statistics
Data and results of the program evaluation were organized and analyzed using
Microsoft Excel spreadsheets. It is noted that Excel demonstrates a rounding error
idiosyncrasy when calculating statistics; therefore, the percentages portrayed in some of
the Tables and Figures do not always add up to exactly 100 %. Descriptive statistics were
obtained in order to best evaluate the Sharper Future (SF) Substance Abuse Services
Coordinating Agency (SASCA) program so as to determine the number and/or rate of
available client information and to record general record keeping strategies
(Administrative data). Further analysis was conducted using this information to compare
results to the recidivism literature and other program evaluations with similar
populations.
Administrative Data
Administrative data refers to whether certain variables was present in the chart in
order to verify the degree to which SF recorded and saved data necessary to judge the
intensity and reliability with which services were delivered. Therefore, the first goal of
the present program evaluation was to ascertain whether this pertinent information was
consistently found in each available chart and that the information was being recorded in
a systematic way. Administrative data of interest included: Date of Admission (DOA),
Date of Discharge (DOD), Length of Stay (LOS), Date of Birth (DOB), Age, Gender,
Total Number of Sessions (NOS), Clinic Site, Type of Discharge, Employment at
Admission, Employment at Discharge, Housing at Admission, Housing at Discharge,
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Intake Packet, DSM-IV-TR Diagnoses, Initial Treatment Plan, Mental Status Exam,
Sexual Reoffense Risk Factors, ABEL Assessment (ABEL), MCMI-III, MMPI-2, Static99, and the Stable 2000/Acute 2000.
Information was gathered regarding Date of Admission (DOA) and Date of
Discharge (DOD) from the SF SASCA program. The information of interest for the
purposes of this evaluation was whether or not SF adequately documented these
occurrences. Additionally, many clients had multiple admissions and discharges due to a
variety of factors (i.e., treatment dismissal for noncompliance, poor attendance,
inappropriate for treatment, treatment attrition due to parole violation, employment or
housing issues, removal by parole agent); therefore, for those individuals with multiple
admissions and discharges, up to three DOAs and DODs were recorded and were broken
down into three separate occurrences for the purpose of analysis (DOA 1, DOA 2, DOA
3 and DOD 1, DOD 2, DOD 3), including a total for all dates of admission and
discharges, in order to account for the numerous admissions and discharges. As a
consequence, results of the data for this item of measurement include more dates than
actual clients. Please see Table 2-Date of Admission and Table 3-Date of Discharge
(below) for more information regarding this information.
Table 2-Date of Admission

Date of Admission
(DOA)
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

202

202
32

100%
90.6%
100%
99.0%

29
59
290

59
293
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Table 3-Date of Discharge

Date of Discharge
(DOD)
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

194
27
56
277

202
32
59
293

96.0%
84.4%
94.9%
94.5%

Information was gathered regarding Employment at Admission and Employment
at Discharge from the SF SASCA program. This is an important component of treatment
as it speaks to the criminogenic needs of the population served at SF. The information of
interest for the purposes of this evaluation was whether or not SF adequately documented
these occurrences. Please see Table 4-Employment Status at Admission and Table 5Employment Status at Discharge (below) for more information with respect to these
variables.
Table 4-Employment Status at Admission

Employment at
Admission
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

100
26
48
174

171
28
49
248

58.5%
92.9%
98.0%
70.2%
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Table 5-Employment Status at Discharge

Employment at
Discharge
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

65
19
36
120

171
28
49
248

38.0%
67.9%
73.4%

48.3%

Given the information in Table 4-Employment Status at Admission and Table 5Employment Status at Discharge (above), SF documented Employment at Admission
more efficiently than they tracked and documented Employment at Discharge. San
Diego’s 38 % documentation of Employment at Discharge is suppressing the overall
percentage of this measure given it’s rather large sample size in proportion to the other
clinics.
Information was gathered regarding Housing at Admission and Housing at
Discharge from the SF SASCA program. This element speaks to certain criminogenic
needs of the population served at SF. The information of interest for the purposes of this
evaluation was whether or not SF adequately documented these occurrences. Please see
Table 6-Housing Status at Admission and Table 7-Housing Status at Discharge (below)
for more information regarding this information.
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Table 6-Housing Status at Admission

Housing at
Admission
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

120

171
28
49
248

70.2%
89.3%
97.9%
77.8%

25

48
193

Table 7-Housing Status at Discharge

Housing at
Discharge
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

145
19
39

171
28
49
248

84.8%
67.9%
80.0%
81.9%

203

The information illustrated in Table 6-Housing Status at Admission and Table 7Housing Status at Discharge (above), SF had fewer documentation of Housing at
Admission less than they tracked and documented Housing at Discharge. Additionally,
according to the results, the Inland Empire clinic appears to be the most vigilant in
documenting housing at admission at a 98 % rate, but then decreases substantially to 80
%. Los Angeles also has a decline in documentation from 89 % at admission to 68 % at
discharge, demonstrating a drop of over 20 %. San Diego’s 85 % documentation of
Housing at Discharge is an increase over their documentation of Housing at Admission
(70 %). As will be discussed under the Discussion section, this may be due to lack of
information about clients once they leave the program.
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Information was gathered regarding Intake Packet, which is a clinical interview
document that is to be filled out by a SF employee during the initial intake process at
admission to the SASCA program. This is a vital element of treatment as it speaks to the
social history, medical, mental health, sexual, criminal and substance abuse histories of
the individuals treated in the SASCA program, all of which translate into which
criminogenic needs are important to address for the specific individual. Information of
interest for the purposes of this evaluation was whether the Intake Packet information
was present in the archived charts and, if present, filled out appropriately with the client’s
Risk Factors, Mental Status, Diagnoses, and Treatment Plan. Please see Table 8-Intake
Packet (below) for more information regarding this information.
Table 8-Intake Packet

Intake Packet

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

163
15

171
28
49

95.3%
53.6%
89.8%
89.5%

44
222

248

Given the results indicated in Table 8-Intake packet (above), SF is recording
intake procedures in the charts at an overall rate of 90 %, although the LA clinic’s rate
was significantly lower at 54% Intake Packets present in the archived charts.
Information was gathered regarding whether the Risk Factors for reoffense were
present in the archived charts. This information was found either in the Intake Packet or
within the Initial Treatment Plan during data collection. Risk Factors are an important
aspect of treatment as risk factors are directly linked to the identification and treatment of

1
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criminogenic needs and are derived from intake and assessment procedures. The
information of interest for the purposes of this evaluation was whether or not SF had the
Risk Factor information available and present in the chart as this information is crucial to
the identification and treatment of criminogenic needs. Please see Table 9-Risk Factors
(below) for more information regarding this information.
Table 9-Risk Factors

Risk Factors

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

150
9

171
28
49
248

87.7%
32.1%
44.9%
73.0%

22

181

Given the information displayed in Table 9-Risk Factors (above), the results of
this measure indicate that the Los Angeles and Inland Empire clinics are documenting
Risk Factors listed above at 32 % and 45 %, respectively. San Diego documented
approximately 88 % of this variable.
In addition, information was gathered regarding whether the Mental Status
Examinations were present in the archived charts available for examination by the
evaluator. This information was found either in the Intake Packet or within the Initial
Treatment Plan during data collection. The information of interest for the purposes of this
evaluation was whether or not SF had the Mental Status information available and
present in the chart as this information speaks to the appropriateness of treatment
available within the SASCA program. For example, if a client is experiencing psychosis
or is mentally retarded, they may not be appropriate given the group format, cognitive
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components of the treatment orientation utilized, and level of insight required for the
material covered in group. Please see Table 10-Mental Status Exam (below) for more
information regarding this information.
Table 10-Mental Status Exam

Mental Status
Examination
Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

130
15
38
183

171
28
49
248

76.0%
53.6%
77.6%
73.8%

Table 10-Mental Status Exam (above) indicates that SF is documenting Mental
Status approximately 74 % of the time, while San Diego and the Inland Empire clinics
are documenting at a rate similar to the overall percentage rate at 76 % and 78 %,
respectively. On the contrary, Los Angeles documented at a rate of approximately 54 %.
Further, data was collected regarding whether Diagnoses were present in the archived
charts for evaluation. This information was found either in the Intake Packet or within the
Initial Treatment Plan during data collection and recorded on the Project Tracking Log
during data collection. The information of interest for the purposes of this evaluation was
whether or not SF had the Diagnoses available and present in the chart as this information
speaks to the appropriateness of treatment available within the SASCA program and
types of criminogenic needs that may be addressed in treatment. For example, a diagnosis
of Antisocial Personality Disorder with impulsive and substance abuse characteristics
would provide useful information when planning intervention strategies. Please see Table
11-Diagnoses (below) for more information regarding this information.
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Table 11-Diagnoses

Diagnoses

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

162
15

171
28

94.7%
53.6%

35

49

71.4%

212

248

85.5%

Given the results indicated above in Table 11-Diagnoses, San Diego appears to be
documenting this measure reliably at a near 95 % completion rate. Due to the large
sampling size of San Diego, the overall percentage of 85.5 % is likely inflated and not an
accurate representation of the overall rate of documentation on this measure. Further the
results indicated the Inland Empire clinic documentation rate of 71 % and Los Angeles
with a documentation rate of approximately 54 %.
Another measure included in this evaluation was whether or not Treatment Plans
were present in the archived chart. Please see Table 12-Treatment Plans (below) for more
information regarding this information.
Table 12-Treatment Plans

Treatment Plans

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

156

171

14

28
49

91.2%
50.0%
73.5%

248

83.1%

36
206

The results illustrated above in Table 12-Treatment Plans indicates SF sites are
completing and filing the Treatment Plans in about 83 % of the cases with regularity with
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the exception of Los Angeles which had a documentation rate of 50 %. San Diego
documented this measure reliably about 91 % of the time. Once again, due to the large
sampling size of San Diego, the overall percentage of 83.1 % is likely inflated and not an
accurate representation of the overall rate of documentation on this measure.
Assessment procedures are an integral part of the intake process at the SF clinics
prior to entering the group setting. However, the SASCA contract does not clearly
articulate the assessment process or any particular procedures as a mandatory constituent
of treatment. The SASCA contract merely specifies the number of sessions and the
number of hours of treatment per week that clients must complete and SF must provide in
order to result in a successful Program Completion. However, due to the nature of this
evaluation, the assessment procedures were evaluated regarding their existence in the
charts. Five assessments tools were noted in addition to the Intake Packet as part of the
intake process for incoming clients. The original assessment tools were: ABEL, MCMIIII, MMPI-2, Static-99, and Stable 2000/Acute 2000. However, due to the small sampling
of MMPI-2s, as they were not given with great frequency at any SF clinic, they were
removed from the evaluation and statistical analysis and are therefore no longer included
in this evaluation. Therefore, information was gathered regarding whether these tools
were present in the archived charts for evaluation. Please see Table 13-ABEL, Table 14MCMI-III, Table 15-Static-99, and Table 16-Stable 2000/Acute 2000 (below) for more
information regarding this information.
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Table 13-ABEL

ABEL

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

166

171
28
49
248

97.1%
50.0%
89.8%
90.3%

14
44
224

As illustrated in Table 13-ABEL (above), SF sites are completing and filing the
ABEL assessment with about 90 % of the individuals with the exception of Los Angeles
which had an ABEL assessment filing rate of 50 %. San Diego documented this measure
about 97 % of the time. The Inland Empire clinic performed and filed the ABEL
assessment and is on par with the overall percentage of 90 %.
Table 14-MCMI-III

MCMI-III

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

160
18

171

93.6%
64.3%
81.6%
87.9%

40

218

28
49
248

Given the results indicated above in Table 14-MCMI-III, SF sites are completing
and filing the MCMI-III assessment with about 88 % of the individuals with the
exception of Los Angeles which had an MCMI-III assessment filing rate of 64 %, which
is an improvement for Los Angeles over the percentage rates for ABEL assessment.
However, overall, this is a drop in percentage compared to the ABEL. San Diego
performed and documented this measure about 94 % of the time while the Inland Empire
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clinic documented this measure less efficiently when compared to the ABEL and less
than the overall percentage (88 %) for the MCMI-III at about 82 %.
Table 15-Static-99

Static-99

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

164
16
26
206

171
28
49
248

95.9%
57.1%
53.1%
83.1%

The results illustrated above in Table 15-Static-99, indicate SE sites are
completing and filing the Static-99 assessment with about 83 % of the individuals with
the exception of Los Angeles, which had a Static-99 filing rate of about 57 % and the
Inland Empire clinic at 53 %. San Diego appears to be performing and documenting this
measure about 96 % of the time, which is significantly higher than the other two SF sites
and the high San Diego sample size likely inflated the overall results of 83 %.
Table 16-Stable 2000/Acute 2000

Stable 2000/Acute
2000

Site Location
San Diego
Los Angeles
Inland Empire
Total (All Sites)

Number of
Recorded
Documentations

Number of
Possible
Documentations

Percent

163
5

171
28
49
248

95.3%
17.9%
85.7%
84.7%

42

210

Given the results indicated above in Table 16-Stable 2000/Acute 2000, the SF
sites are completing and filing the Stable 2000/Acute 2000 with about 85 % of the
individuals, with the exception of Los Angeles which had a Stable 2000/Acute 2000
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filing rate of nearly 18 %. San Diego appears to be performing and documenting this
measure about 95 % of the time while the Inland Empire clinic is documenting this
measure less efficiently than San Diego, but slightly better than the overall percentage at
approximately 86 %. These discrepancies will be discussed in more detail under
Discussion; however, such discrepancies may be due to idiosyncratic intake assessment
policies by clinic and due to lack of data available with respect to this measure.
Criminogenic Needs Data
The SF SASCA program includes treatment interventions, such as psychological
evaluations, psychological testing and report writing, psychophysiological testing, mental
health psychotherapy, and treatment programs designed specifically for sexual offenders
in order to target criminogenic needs. Criminogenic needs are dynamic, or changing,
attributes of sex offenders and their circumstances that, when changed, are associated
with reduced rates of recidivism (Andrews & Bonta, 1998; Ward & Brown, 2004; Ward
& Stewart, 2003). Additionally, criminogenic needs can provide clinicians with
information concerning the impact of treatment on an individual’s level of risk and also
indicate where change has occurred (Ward & Brown, 2004; Seto; Ward & Stewart).
Examples of criminogenic needs are: significant social influences, intimacy deficits,
sexual self-regulation, cooperation with supervision, general self-regulation, prooffending attitudes and values, aspects of antisocial personality (i.e., impulsivity and
emotion dysregulation), employment and housing status, treatment attrition, poor
problem solving and coping skills, substance abuse, high degree of hostility and anger,
empathy deficits, hostility towards women, deviant sexual arousal, and criminal
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connections or acquaintances (Hanson & Harris, 1998; Valliere, 1997; Andrews & Bonta;
Ward & Stewart).
Recidivism literature regarding the assessment and treatment of criminogenic
needs in sex offender treatment is interrelated to the second goal of the evaluation. As
such, the determination of whether or not the SF SASCA program is addressing
previously identified risk factors in treatment is of interest in the evaluation.
As such, information was gathered regarding Length of Stay (LOS) in days from
admission to discharge from the SF SASCA program. This number is different than
Number of Sessions (NOS), as it is intended to provide information regarding how long it
takes clients to complete or otherwise discharge from the program and does not include
time spent in prison while incarcerated for a violation between admissions and
discharges. The information of interest for the purposes of this evaluation was whether or
not SF adequately documented these occurrences. However, this information was not
recorded specifically by the clinics and was inferred by finding the difference in days
from DOD and DOA by the evaluator. As a result of this lack of information, the number
of days per individual was calculated by obtaining a Total LOS by adding LOS1, LOS2,
and LOS3 per client. Please see Figure 2-Total Length of Stay (ALL) (below) for the
graph of respective Total LOSs for the combined locations (ALL).
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Figure 2-Total Length of Stay (ALL)
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Of the 240 recorded Total LOSs out of a possible 248, 96.8 % Total LOS were
recorded across clinics. As illustrated in Figure 2-Total Length of Stay (ALL) (above),
28.8 % (69 individuals of a possible 240 recorded) of clients left the program in Under
100 days and 36.3 % (87 clients of a possible 240 recorded) left the program between 400
and 550 days. This information is more meaningful when compared with the number of
days required for a program completion, which is 180 sessions per the SASCA contract,
roughly translating into 420 calendar days total for a Program Completion (based on
groups meeting three times per week and assuming no missed sessions).
Ancillary data of interest is how many times clients are leaving the program, on
average. Further information regarding mean number of discharges per person is
available. Overall, the mean number of discharges per person is 1.18. San Diego has an
average number of discharges of 1.18, on par with the overall mean, while Los Angeles’

49
mean number of discharges is 1.14, and the Inland Empire clinic has an average number
of discharges at 1.20. Therefore, overall average number of discharges is similar across
sites. This information also speaks to this issue of multiple admissions and discharges to
the program and that most clients are not completing the program in one admission and
discharge turnaround time. Considering that the sites demonstrated efficient record
keeping of admissions and discharges, these statistics appear to be an accurate description
of how many times individuals are discharging from the program.
Also of interest regarding Total LOS is whether there is a difference among Total
LOS based on Age. Please see Figure 3-Total Length of Stay (ALL) (below) for this
information. It is noted that the scatter plot illustrates only those cases where both Total
LOS and Age were documented by all the sites participating in the evaluation, which is
96.8 % of recorded LOS and 62.5 % of documented Age. There were too few
occurrences by individual sites that had both Age and Total LOS documented; therefore,
the information presented is for all three sites combined (ALL).
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Figure 3-Total Length of Stay by Age (ALL)
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Of the 148 of a possible 248, 96.8 % of recorded Total LOS and 62.5 % recorded
Age, Figure 3-Total Length of Stay (ALL) illustrated non-linear scatter of the data points.
Most of the data clusters under 200 days and between 400 and 500 days for the age range
40 - 50 years. There may be a more complex relationship that was not accounted for in
the chosen statistics or a more striking relationship may exist with a complete data set.
Of further interest in this evaluation is whether or not SF is documenting type of
discharges, thus tracking the reasons individuals are leaving the program. As discussed in
more detail below under Discussion, this is an important component of treatment given
that recidivism risk has been associated with treatment attrition. The information of
interest for the purposes of this evaluation was whether or not SF adequately documented
discharges. 94.5 % (277 recorded of a possible 293) of DODs were recorded by SF
clinics overall. Of those records where there was a recorded discharge date, 92.2 % (270
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recorded of a possible 293) included the type of discharge, with Discharge Type
Unknown (i.e., missing data) contributing 7.8 % (23 of 293 cases) of this measure. This is
different than DOD, due to the documentation of what type of discharge is recorded
rather than the documentation of the date of discharge. However, as a result, the type of
discharge recorded is dependent upon the SF site tracking the date and type of discharge.
This data indicates if the DOD was recorded by SF, then they were also diligent about
recording type of discharge.
Data was analyzed to answer the question as to who, how many, and why clients
are leaving the SF SASCA program. The reasons for discharge type listed on the Project
Tracking Log are: Program Completion, Attrition Parole Violation / Abscond (which is
further analyzed in Figure 7-Distribution of Attrition Parole Violation / Absconders
below), Attrition Parole Agent Reassignment, Attrition Housing Change / Finances /
Employment, Treatment Dismissal Problematic / Disruptive / Disrespectful, Other (i.e.,
medical, inappropriate for treatment, developmentally disabled), and Unknown
(discharged but not recorded by SF sites as to the reason for discharge). Please see

Figure 4-Discharge Type Distribution (below) for more on this information. The
following data is interpreted with caution, as the percentages represent only those
recorded by the individual SF clinics. Of the 94.5 % recorded cases of DODs (277 out of
a possible 293) and 92.2 % recorded discharge type, in which 270 of 293 individuals
were discharged for the reasons displayed in Figure 4-Discharge Type Distribution
(below). The remaining 7.8 % accounted for as Unknown, or missing data. More
complete information was not available due to the lack of a complete data set.
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Figure 4-Discharge Type Distribution
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As illustrated in Figure 4-Discharge Type Distribution (above), of the 92.2 % of
the 293 documented discharge types, 29 % of the individuals enrolled in the SF SASCA
program successfully completed the SASCA program. However, this number is
suppressed as it takes into account only those documented discharges rather that taking a
percentage of the entire data set. Los Angeles reported the highest percentage of Program
Completers; however, they also accounted for the lowest percentage (11 %) of data used
in the evaluation compared to the overall sample size of 248, thus resulting in an
increased number of Program Completers. Attrition Parole Violation / Absconders
accounted for many of the discharges from the SASCA program which will be discussed
in more detail below in Figure 7-Distribution of Attrition Parole Violation / Absconders.
For Los Angeles, Attrition Parole Violation / Absconders occurred much less frequently
than Program Completers; however, a small sample size has to be taken into
consideration when interpreting this data. For the Inland Empire clinic, Attrition Parole
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Violation / Absconders represented 35 % of discharges from the SF SASCA program.
Also, Treatment Dismissal Problematic / Disruptive / Disrespectful accounted for a large
percentage (16 %) of Los Angeles discharges. Overall, both Program Completers and
Attrition Parole Violation / Absconders accounted for the majority of discharges across
clinic sites.
Also of interest regarding Discharge Type is Discharge Type by Age. This
information is of interest because it further helps to answer the question as to which
clients are discharging from the program and whether there are any trends in the
Discharge Type compared to the client’s Age. Please see Figure 5-Discharge Type and
Age Distribution (ALL) (A) below for a summary of this information. It is noted that the
table illustrates only those cases where Discharges also had a documented Age. In this
figure, both Discharge Type (270 out of 293) and Age were documented, which accounts
for 64.5 % overall for all sites combined (189 recorded Age out of a possible 293). For
this figure, each Age group totals 100 %, rather than across Discharge Type, in order to
account for the overrepresentation of individuals aged 40 - 49 in the sample. Lastly, for
this table, only the distribution for all sites combined is represented due to the small
proportion of individuals per site who had the variables Age, Discharge Type, and
consecutive Discharge Types (if possible) documented. San Diego recorded these
variables 114 out of a possible 202 for 56.4 %, Los Angeles recorded 31 of a possible 32
for 96.9 %, and the Inland Empire recorded 44 of a possible 59 for 74.6 %.
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Figure 5-Discharge Type and Age Distribution (ALL) (A)
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Of the 64.5 % (189 of a possible 293) recorded data for Discharge Type and Age,
Figure 5-Discharge Type and Age Distribution (ALL) (A) (above) depicts Program
Completion and Attrition Parole Violation/ Abscond accounted accounting for 83 % of
individuals aged 20 - 29 and 85 % of individuals aged 60 - 72. For both age groups 30 39 and 40 - 49, 68 % were Program Completers and Attrition Parole Violators /
Absconders. Those aged 50 - 59 were represented by 66 % of Program Completers and
Attrition Parole Violators / Absconders.
Discharge Type and Age were further analyzed to determine if any patterns exist
between these two variables, as illustrated in Figure 6-Discharge Type and Age
Distribution (ALL) (B) (below). In this figure, the entire distribution of Discharge Type
totals 100 %, but these results are somewhat skewed due to the high proportion of
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individuals aged 40 - 49 in the sample. There are several notations regarding the table
below. First, it is noted that the table illustrates only those cases where Discharge Type
and Age were documented, which was approximately 64.5 % (189 out of a possible 293)
for each variable. Second, only the distribution for the three sites combined are
represented due to the small sample size per site of individuals with both Age and
Discharge Type documented. Third, only the first documented Attrition Parole Violation
/ Abscond is represented in the following table due to the small number of individuals
who had Age, Discharge Type and consecutive Discharge Types (if possible)
documented. San Diego recorded these variables 114 out of a possible 202 for 56.4 %,
Los Angeles recorded 31 of a possible 32 for 96.9 %, and the Inland Empire recorded 44
of a possible 59 for 74.6 %. Nonetheless, this is interesting information detailing the Age
breakdown by Discharge Type and further assists in answering the question as to the type
of individuals served at the SF clinics and to answer the question as to why they are
leaving the program for reasons other than Program Completion.
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Figure 6-Discharge Type and Age Distribution (ALL) (B)
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Of the 64.5 % (189 of a possible 293) recorded Discharge Type with a recorded
Age, Figure 6-Discharge Type and Age Distribution (ALL) (B) (above), most Program
Completer’s (representing 29 % of Discharges by Type) were in the 50 - 59 age range at
9.5 %, followed by ages 40 - 49 at 8.5 %. The 20 - 29 age range represented the smallest
percentage of Program Completers at 1.5 %. Attrition Parole Violators / Absconders
(which accounted for 31 % of Discharges overall and across sites) were highly
represented at 20.6 % for ages 40-49. Attrition Parole Agent Reassignment accounted
for 9 % of Discharges overall and were represented by the 40 - 49 age group at 3.2 %,
while the other age groups all accounted for 1 % or less in this domain. The remaining
Discharge Types were represented by small percentages of less than 4 %, with the
exception of the Discharge Type category Other for ages 40 - 49, in which 4.2 % were
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representative. The age group 40 - 49 also had the most representation across Discharge
Type, likely due the high percentage of individuals that fell in this age range for the entire
sample (14 %).
Considering the many cases in which there were multiple admissions and
discharges and in some cases various reasons for multiple discharges, Attrition Parole
Violation / Absconders were further reduced to type of attrition via parole violation
including: Absconding, Drugs / Alcohol related violation; other Incarceration (i.e., arrest
from a higher jurisdiction, such as committing a Federal crime or an unexplained arrest);
Parole Violation Non-Drug-Non-Recidivism; and Sexual Recidivism. For example, in the
event a client was arrested for multiple charges (i.e., arrested/convicted of a drug offense
and sexual recidivism, simultaneously), this data was entered into the data set as Sexual
Recidivism only given the type of program evaluated in order to reduce confusion of data
and multiple data entries for a single individual. Therefore, when the data was analyzed a
fraction of the documented parole violations may have resulted in a suppression of
percentage due to this research/analysis bias. Discharge Type via Parole Violation is
information that may be used by SF clinics to possibly tailor the program to better meet
the criminogenic needs of these individuals. Further, Figure 7-Distribution of Attrition
Parole Violation / Absconders (below) refers to the distribution of Attrition Parole
Violation / Absconders, which accounted for approximately 39 % of all documented
discharges, which is higher than the 29 % of Program Completers.
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Figure 7-Distribution of Attrition Parole Violations / Absconders
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Of the 38.6 % (113 of a possible 293) Discharge Types that were recorded
Attrition Parole Violation / Abscond, Figure 7-Distribution of Attrition Parole Violation /
Absconders (above) illustrates Drugs / Alcohol accounted for a majority of the types of
attrition via parole violations, indicating that despite graduating from the Substance
Abuse Program (SAP) and attending the intense drug and alcohol treatment program built
in to the SASCA sex offender program three hours per week, clients are still using drugs
while on parole and attending a program requiring abstinence given their Parolee status
and advocating relapse prevention. This result was particularly evident for the Los
Angeles clinic, recording 86 % of drug / alcohol related discharges from the SF SASCA
program, with the Inland Empire clinic documenting 62 % of this type of discharge.
Overall, 47 % of documented discharges were Drugs / Alcohol related. Additionally,
individuals are also being arrested and incarcerated for non-drug and non-recidivism
related causes, such as robbery, theft, vandalism, and assault at an overall rate of 32 %.
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Los Angeles records no parole violations of this type; however, this is likely due to the
extremely high percentage of discharges due to Drugs / Alcohol at the Los Angeles
clinic, which will be discussed below in the Discussion section. In addition, San Diego
documented 36 % Parole Violation Non-Drug Non-Recidivism and 40 % Drugs /
Alcohol. Also of interest are the rates of Sexual Recidivism given that the nature of the
SASCA program is to rehabilitate sex offenders and promote community safety via the
SASCA program. As such, 12 % of discharges were documented as Sexual Recidivism,
with San Diego recording 15 %, Los Angeles recording 14 %, and Inland Empire
reporting no Sexual Recidivism. Conversely, Absconders are represented by only 7 %
and other Incarcerated by 2 % of attrition via parole violations.
Further of interest regarding Attrition Parole Violation / Abscond by Type is the
determination of any patterns in this variable by Age. This information further helps to
answer the question as to what type of individuals are discharging from the program and
whether there are any trends in the variable Attrition Parole Violation / Abscond as
impacted by the variable Age. Please see Figure 8-Attrition Parole Violation / Abscond
by Type and Age below for this information. It is noted that the table illustrates only
those cases where Discharge Type, violation type (Attrition Parole Violation / Abscond),
and Age were documented. For this table, each Age group totals 100 %, rather than
across violation type, in order to account for the overrepresentation of individuals aged
40 - 49 in the sample. Lastly, for this table, only the distribution for all sites combined is
represented due to the small sample of individuals per site who had all three variables
documented.
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Figure 8-Attrition Parole Violation / Abscond by Type and Age Distribution (ALL) (A)
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Of the 24.9 % (73 of a possible 293) Discharge Types that were recorded Attrition
Parole Violation / Abscond with a recorded Age, Figure 8-Attrition Parole Violation /
Abscond by Type and Age Distribution (ALL) (A) (above) refers only to those
individuals whose discharge type was documented as Attrition Parole Violation /
Abscond, which occurred in approximately 38.6 % of the sample. As illustrated in the
above figure, of the 20 - 29 year olds that discharged with Attrition Parole Violation /
Abscond, 100 % discharged from the program on Parole Violation (non-drugs, non
recidivism). 64 % of those aged 40 - 49 were violated for Drugs / Alcohol, followed by
23 % Parole Violation (non-drugs, non-recidivism) and 8 % Sexual Recidivism for that
same age range. 45 % of individuals in the sample aged 30 - 39 were charged with some
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form of Sexual Recidivism, followed by 29 % in the 60-72 age group. 43 % of clients
aged 50 -59 violated stipulations of their parole (non-drugs, non-recidivism). The 60 - 72
year olds were most represented by Attrition Parole Violation / Abscond for Drugs /
Alcohol at 43 %.
Attrition Parole Violation /Abscond by Type and Age were further analyzed to
determine if any patterns exist between these variables, as illustrated in Figure 9-Attrition
Parole Violation / Abscond by Type and Age Distribution (ALL) (B) (below). In this
figure, the entire distribution of violation type totals 100 %, but these results are
somewhat skewed due to the high proportion of those aged 40 - 49 in the sample. It is
noted that the table illustrates only those cases where Discharge Type, violation type, and
Age were documented. Also noted is the fact that only the distribution for the three sites
combined are represented due to the small sample per site of individuals with these three
variables documented. Also, only the first documented Attrition Parole Violation /
Abscond is represented in the following table due to the small number of individuals who
had each of the following variables documented: Age, Discharge Type, consecutive
Discharge Types (if possible), and Violation Type. Nonetheless, this is useful information
detailing the Age breakdown by violation type and further assists in answering the
question as to further understanding the clientele served at SF clinics as well as gaining
appreciation for the types of violations these individuals are leaving the SASCA program
for, speaking to criminogenic factors that may be of importance for program planning and
implementation.
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Figure 9-Attrition Parole Violation / Abscond by Type and Age Distribution (ALL) (B)
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Of the 24.9 % (73 of a possible 293) Discharge Types that were recorded Attrition
Parole Violation / Abscond with a recorded Age, Figure 9-Attrition Parole Violation /
Abscond by Type and Age Distribution (ALL) (B) (above) indicates no clients of any age
were discharged due to other Incarceration, as they were discharged due to other
violations of parole. 20 - 29 year olds had only one type of discharge. Parole Violations
(3 %). 30 -39 year olds were most often violated due to Sexual Recidivism (7%) and
Drugs / Alcohol. 40 - 49 year olds were often violated for Drugs / Alcohol (34 %) and
Parole Violation (12 %). 50 - 59 year olds were most often violated Parole Violation (8
/o) and Drugs / Alcohol (7 %). And 60-72 year olds were most often violated for Drugs
/ Alcohol (4 %), Parole Violation (3 %) and Sexual Recidivism (3 %).
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Discharge Type and Total LOS was further explored to assess for any patterns or
relationships that may exist between the two variables and is illustrated in Figure 10Total Length of Stay by Discharge Type (ALL) (below). It is noted that the table depicts
only those cases where Discharge Type and LOS were documented. Also noted is the fact
that only the distribution for the three sites combined are represented due to the small
sample per site of individuals with these two variables documented. Furthermore, only
the first documented Attrition Parole Violation / Abscond is represented in the following
table due to the small number of individuals who had LOS and Discharge Type and
Attrition Parole Violation / Abscond and the consecutive Discharge Types (is possible)
documented. Nonetheless, information detailing the LOS breakdown by Discharge Type
and further assists in answering the question as to the characteristics of the individuals
leaving the program, specifically, how long they are in the program prior to discharge and
reason for discharge.
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Figure 10-Total Length of Stay by Discharge Type (ALL)
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As Figure 10-Total Length of Stay by Discharge Type (ALL) (above) illustrates.
Program Completers tend to stay in the program longer, as would be expected given the
i a
amount of time needed to complete the program. It is noted that Program Completion is
function of time, not skills attained. There was one case where the individual was
discharged from the program as a Program Completer prior to achieving his 180 sessions
at the Inland Empire clinic. 27.0 % (77 of a possible 285) of the discharges occurred
under 100 days and 35.8 % (102 of a possible 285) of the discharges occurred under 200
days. Of the 97.3 % of information available for these variables (285 out of a possible
293, which includes Unknowns) where both Discharge Type and Total LOS were
recorded, 32.1 % of Attrition Parole Violation / Absconders discharged from the program
under 100 days, while 43.8 % discharged under 200 days.
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Additional information was gathered and analyzed regarding type of Employment
at Admission and Discharge based on the percentage of documented occurrences. In
order to reduce overlap of data, there was a forced choice between Recently Incarcerated
and Unemployment, therefore if a client was recently incarcerated prior to beginning the
program they were consistently coded as Recently Incarcerated. Further, if a client was
enrolled in the program and returned to incarceration, they were consistently coded as
Recently Incarcerated. Please see Figure 11-Distribution of Employment Status at
Admission and Figure 12-Distribution of Employment Status at Discharge (below) for
more information regarding this information.
Figure 11-Distribution of Employment Status at Admission
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Of the 70.2 % (174 of a possible 248), Figure 11-Distribution of Employment
Status at Admission (above) illustrates the majority of individuals enrolled in the SF
SASCA program were Recently Incarcerated (i.e., began the program shortly after release
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from incarceration) at a rate of 78 %. Conversely, Los Angeles had a 38 % rate of
Recently Incarcerated individuals and demonstrated the most heterogeneity with respect
to Employment Status at the time of Admission. The Inland Empire clinic was highly
represented by Recently Incarcerated individuals with 94 %. Those individuals that were
employed at the time of Admission to the program were rather evenly distributed across
clinics, averaging approximately 7 %.
Figure 12-Distribution of Employment Status at Discharge
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Additional information was obtained regarding Employment Status at Discharge
from the program. Employment Status at Discharge is important for the purposes of this
evaluation as it has been demonstrated in the literature as a significant criminogenic need,
as it assesses aspects of the client’s lives that have changed while enrolled in the
program. This data can be used to inform treatment modules regarding this specific
criminogenic need. It is noted that the evaluator only tracked the status of Employment at
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Discharge for an individual’s last known Discharge. Of the 48.4 % (120 of a possible
248) available data, Figure 12-Distribution of Employment Status at Discharge (above)
indicates 39 % of individuals discharged from the SF SASCA program were returned to
Incarceration. However, Los Angeles had a 5 % rate of Recently Incarcerated individuals,
which is much lower than the percentage across sites. Los Angeles demonstrated the most
variability with respect to Employment Status at the time of Discharge. Those individuals
that were employed at the time of Discharge from the program were rather evenly
distributed across clinics, averaging approximately 30 %. There were more clients
Unemployed at Discharge at an average of 15 % than when entering the program (9 %).
This information is somewhat misleading, however, given that 78 % of individuals
entered the program shortly after release from prison and is also negatively impacted by
parole violations and other types of program dismissals.
Data was gathered and analyzed regarding Type of Housing at Admission and
Discharge based on the percentage of documented occurrences. This information is
important to assess in order to ascertain what aspects of the client’s lives have changed
while enrolled in the program. This information can be used to inform treatment modules
regarding criminogenic needs. In order to reduce overlap of data, there was a forced
choice between Incarceration and Unemployment, therefore if a client was recently
incarcerated prior to beginning the program they were consistently coded as Recently
Incarcerated. Further, if a client was enrolled in the program and returned to
incarceration, they were consistently coded as Recently Incarcerated. Please see Figure
13-Distribution of Housing Status at Admission and Figure 14-Distribution of Housing
Status at Discharge (below) for more information regarding this information.
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Figure 13-Distribution of Housing Status at Admission
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As illustrated in Figure 13-Distribution of Housing Status at Admission (above),
of the 77.8 % (193 of a possible 248) available data for this variable, 69 % of individuals
enrolled in the SF SASCA program were Recently Incarcerated. Los Angeles had a 24 %
rate of Recently Incarcerated individuals and demonstrated a disproportionately high rate
of individuals who lived in a Sober Living Home (64 %) with respect to housing status at
the time of admission compared to the San Diego and Inland Empire clinics (21 and 6 %,
respectively). Conversely, the Inland Empire clinic was highly represented by Recently
Incarcerated individuals at a rate of 92 %, while the percentage across sites was
approximately 69 %. Overall, results indicate that 92% of individuals were either
Recently Incarcerated or living at a Sober Living Home right before admission to the
program.
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Figure 14-Distribution of Housing Status at Discharge
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Additional information was obtained regarding Housing Status at Discharge from
the program. Housing Status at Discharge is important for the purposes of this evaluation
as it has been demonstrated in the literature as a significant criminogenic need, as it
assesses aspects of the client’s lives that have changed while enrolled in the program.
This data can be used to inform treatment modules regarding this specific criminogenic
need. It is noted that the evaluator only tracked the status of Employment at Discharge for
an individuals last known Discharge. Of the 81.9 % (203 of a possible 248) available data
for this variable. Figure 14-Distribution of Housing Status at Discharge (above) indicates
that 1 j

of individuals discharged from the SF SASCA program were living in a Sober

Living Home at the time of discharge. Those individuals that had housing (renting or
owning) at the time of discharge from the program were rather evenly distributed across
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clinics, approximating 24 %, which was an improvement over the 5 % from Housing
Status at admission. However, there were fewer clients incarcerated at discharge at 39 %
than when entering the program (69 %). This information is somewhat misleading, given
that most individuals entered the program shortly after release from prison and is also
adversely impacted by parole violations and other types of program dismissals.

CHAPTER V
DISCUSSION
The purpose of this evaluation was to perform a program evaluation on Sharper
Future’s SASCA program in order to ascertain the extent to which SF clinics recorded
and saved data necessary to judge the intensity and reliability for services delivered. The
data collection approach was designed to document whether the previously discussed
information of interest was present in the chart in order to verify the degree to which SF
met the SASCA contract goals and program stipulations. Therefore, this evaluation relied
solely upon the availability of data captured and retained by SF in archival client charts.
There were circumstances in which data was recorded and documented by SF clinics;
however, if such information was not available in the archived charts and retained
elsewhere (i.e., Microsoft Excel spreadsheets, SASCA-specific files, billing folders, et
cetera) it was not reviewed due to IRB constraints. The population used in the evaluation
included individuals mandated to treatment at the SF facilities and who were funded by
the SASCA program. The data used in this program evaluation was archival, as it existed
in the clients’ file as supplied by the SF clinics that run a SASCA treatment program. The
participants were those who have either completed the SF SASCA program or were
dismissed for various reasons and were no longer enrolled in the program at the time of
this evaluation.
Qualitative Observations
The San Diego clinic site represented the majority of data collected and utilized in
the evaluation, with 171 of the 248 participants (68.9 %). The San Diego clinic was
situated within a business center on the third floor and maintained large office space. The
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San Diego offices cater to a larger clientele than the Los Angeles or Inland Empire
clinics, which is primarily responsible for the unbalanced sample of clients per clinic. San
Diego maintained a meticulous filing system within several large filing cabinets,
particularly for the archived charts. The file system was alphabetical. Each file was
sealed in a manila envelop with each sub-category of the chart separated by binder clips
and kept in the same order as an active file. This filing system allowed for a swift and
efficient data collection process, as each variable of interest was always in the same area
of the chart, if available.
The Los Angeles clinic represented the smallest number of participants with 28 of
the total sample of 248 (11.2 %). This percentage is low due to the unavailability of
records at this site, to be discussed. The Los Angeles clinic was located on the outskirts
of downtown Los Angeles, between businesses and across the street from recently
constructed apartment homes. The clinic was large and the layout was ideal for the type
of clientele and program served there. This clinic’s small proportion of the overall sample
was in part due to the filing system of archived charts, rather than to any other factors.
The staff was unaware of the number of closed SASCA charts; however, the closed
charts were in a large room inside labeled cardboard filing boxes. It was discovered that
there was no systematic filing system for the archived charts, as within each labeled box
there contained client files of differing contracts, non-alphabetical, and not arranged by
either admission or discharge date. Due to the haphazard filing system, each client file
was disorganized and random, as information sought was not easily found and required
the perusal of nearly every document in each file. Additionally, the Los Angeles clinic
demonstrated an Intake Assessment idiosyncrasy when compared the other two clinics in
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which Los Angeles clinic procedures did not include the Stable 2000/Acute 2000 in the
initial assessment process. Instead, the Los Angeles clinic instituted a policy in which the
assessment tool would be not administered until after completion of four months in the
program. However, it was found that the clinic was not reevaluating the SASCA clients
with this measure even after the four months had passed, which is responsible for the
17.9 % of Stable 2000/Acute 2000 administrations.
The Inland Empire clinic represented the remainder of the sample with 49
participants (19.7 %). This clinic was located in a business center and smaller than the
other two clinics involved in the evaluation. The filing system at the Inland Empire was
also meticulous, with few exceptions. The closed charts were located in several large
filing cabinets in a locked storage room. The charts were arranged alphabetically by
contract, therefore the SASCA files were easy to access and examine. However, it was
quickly noted that the assessment information was indiscriminately filed elsewhere and
not always available for review. This helps to explain the lack of certain assessment data,
among other factors to be discussed below.
Conclusions
Administrative Data
Regarding Date of Admission and Date of Discharge, SF documented Admissions
slightly more than they tracked and documented Discharges. However, overall, the SF
clinics appear to do an adequate job documenting this measure. Additionally,
Employment Status has been shown in the literature to be a criminogenic need with
respect to factors associated to recidivism (Hanson & Harris, 1998; Valliere, 1997;
Andrews & Bonta; Ward & Stewart). As such, SF clinics documented Admission
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information better than they tracked Discharge information with regards to Employment
Status. This may be due to when the intake was completed and how the intake worker
operationalized individual employment at the time of admission and discharge. For
example, an intake staff may have categorized someone coming from prison as
unemployed or recently incarcerated. Also, as far as the discrepancy between admission
and discharge documentations is concerned, intake staff may vary from staff to staff
depending on the shift or scheduling availability; therefore resulting in information not
having been systematically recorded and filed.
Similarly, Housing Status has been shown in the literature to be a criminogenic
factor and, as such, related to risk of recidivism (Hanson & Harris, 1998; Valliere, 1997;
Andrews & Bonta; Ward & Stewart). SF had fewer documentations of Housing at
Admission compared to documentation of Housing at Discharge. Additionally,
documentation of housing status rates decreased substantially from admission to
discharge, with the exception of San Diego, whose documentation of Housing Status at
Discharge increased over their documentation of Housing Status at Admission. Overall,
these results may be due to lack of information about clients once they leave the program
and lack of systematic documentation of these measures. It is noted that changes that
occurred in these domains cannot be attributed to the program due to a lack of outcome
data.
Given the results of the evaluation, there are several components of the Intake
process that were not demonstrated to be systematically documented given the results of
the evaluation, such as Intake Packet, Risk Factors, Mental Status Exam, Diagnoses, and
Treatment Plans. Each of these components is an essential part of the treatment process
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and therefore related to risk of recidivism. Los Angeles consistently documented these
factors below the documentation rates of the other clinic sites, while the San Diego and
Inland Empire sites performed these tasks with more uniformity. These results may be
due to several factors, including clinic idiosyncrasy with respect to intake procedures,
staff training of such procedures, staff turnover, non-systematic process of carrying out
these measures, and lack of standardization with respect to intake procedures, both within
and between sites.
With respect to disparities between clinic sites concerning assessment and intake
documentation procedures, the Los Angeles clinic demonstrated differing procedures
pertaining to the administration of the Stable 2000/Acute 2000 and the completion rate of
the Static-99. Los Angeles’ low completion and/or filing rate of the Stable 2000/Acute
2000 rate may be due to the fact that the Los Angeles clinic instituted a different policy
for the administration of the Stable 2000/Acute 2000. The Los Angeles clinic procedure
with respect to this measure was to wait four months into the individual’s treatment
before the assessment of such dynamic factors, thus giving the clinic better information
about the clients’ dynamic risk factors in the community, as the measure is intended to be
used. However, given the results of the evaluation, the Los Angeles staff seldom followed
through with this policy and therefore is lacking important risk data for treatment. Some
explanations for these results may be due to confounding factors such as client reading
level, client compliance with testing, staff inconsistency with intake procedures, and/or
SF clinic idiosyncrasies with respect to the utilization of the Stable 2000/Acute 2000.
Additionally, the Inland Empire and Los Angeles clinics performed, recorded, and filed
the Static-99 in 53.1 % and 57.1 % of cases, respectively, whereas the San Diego clinic

76
recorded 95.9 % of Static-99s. Some explanations for these results may be due to
confounding factors such as clinic relationship with outside Parole agencies as the Static99 requires the collaboration with Parole Agents in order to receive information from the
Criminal Identification and Information (CII) database, also known as a “Rap Sheet.”
The Static 99 requires primary information from the client’s criminal history. However,
the CII is a confidential document and is not typically shared by Parole Agents to outside
agencies as a matter of policy. Therefore, while the San Diego clinic was able to obtain
this document, the other clinics may not have had this information available as readily. It
is noted when referencing the SASCA contract that SF is not required by the contract
guidelines to provide any assessment at intake, therefore SF clinics are going above and
beyond the contract stipulations in order to best meet the needs of the population served.
Criminogenic Needs Data
Referencing Figure 1-Length of Stay and Figure 9-Length of Stay by Discharge
Type, many clients discharged from the program under 100 days and between 400 and
550 days. Program Completers represented 29 % of program discharges, which is much
lower when compared to other sex offender program evaluations with similar
populations, in which 50.2 % had successfully completed a sex offender treatment
program (CBSOPEP, 1999). Literature shows that completion of sex offender treatment
is one of the factors associated with a lower risk of reoffense (CBSOPEP; Hanson &
Morton-Bourgon, 2005; Hanson & Bussiere, 1998; Nunes & Cortoni, 2008). These
results could be due to the type of offenders treated at the SF clinics, as the requirement is
that they have a comorbid diagnosis of a substance abuse/dependence disorder. Many sex
offenders demonstrate broad, general criminality. Parole is violating sex offenders readily
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for technical violations, leading to lower recidivism rates, resulting in violations for lesser
crimes without the chance to commit sexual offenses. As a result, SF may not be
targeting the high risk offenders, but rather the offenders that demonstrate broad
criminality and are at higher risk for general recidivism rather than sexual recidivism.
Literature reveals this could be the cause of the low completion rates as it is consistent
with the link found between general criminality and non-completion of sex offender
program, which is therefore a risk for recidivism (Nunes & Cortoni, 2008). These results
may also be due to lack of substance abuse treatment in the community residential
setting. These results may also be caused by more stringent parole stipulations that would
send a parolee back to prison expeditiously given the nature of the supervision system
now in place due to public media and law enforcement pressures to keep the community
safe. It is unknown whether these results could be affected by age of the offender, as the
results found in this evaluation are at odds with the current literature regarding age and
recidivism. The effect of age on recidivism is not yet clearly understood. Research
demonstrates that for those individuals who have committed a sexual offense in the past,
their risk for sexual recidivism decreases with age as a whole group, but not necessarily
for the individual. (Hanson, 2002; Hanson, 2001; Doren, 2006; Thornton, 2006). These
results may also be due to staff inconsistency with respect to intake and discharge
procedures, as they may be marking only one type of violation due to forced choice when
more than one type of violation has occurred and this may also be related to what the
recorder lists as sexual (i.e., convictions for sex crime, GPS or other technical violations,
pornography, or hands on offenses).
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The majority of SF discharges was related to parole violations and/or offenses of
drugs and alcohol. This is an identified risk factor for sexual recidivism. The need to
address substance abuse in sex offender treatment in order to reduce the risk for
recidivism has been well established (CBSOPEP, 1999; Hanson & Harris, 1998; Valleire,
1997; Andrews & Bonta; Ward & Stewart, 2004). The Sexual Recidivism results found
in this evaluation were on par with those found in Hanson and Bussiere’s (1998), Hanson
and Morton-Bourgon (2004) and Doren’s (2004) meta-analytic study on sexual
recidivism, each of which observed sexual recidivism rates among groups of sexual
offenders in the range of 10 % - 15 % after 5 years. However, Helmus (2007) found
sexual recidivism at a rate lower than the original sample used for the Static-99 as
compared to the aforementioned research studies. It is unclear at this time why the
decreases in recidivism may be, but it is hypothesized that the Sexual Recidivism results
could be due to: 1) contemporary high risk sexual offenders are subjected to much more
intensive supervision and are more likely to be returned to confinement on technical
violations than their predecessors, thus resulting in lower recidivism rates; or 2) the lower
rates could be related to more accessible and effective sexual offender specific treatment.
Additional research, however, must be conducted to determine the validity of these, and
other, hypotheses. Other hypothesized explanations for these results could be due to
additional factors, such as substance abuse while in treatment, criminogenic needs not
addressed in treatment, the individual’s willingness to disclose personal information as it
relates to his risk for reoffense, biological influences as related to sexual offense
behavior, and behavioral components of sexual recidivism that may not have been
addressed, and the individual’s level of insight and motivation for change (Knopp, 1984;
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Knopp, Freeman-Longo, & Stevenson, 1992). Additionally, the Sexual Recidivism
results found in this evaluation may be due to parole sanctions and increased sentencing
for sex-related crimes. Literature reveals that these more restrictive sanctions used in
recent years have decreased the seriousness and frequency of the reoffending behavior
(CBSOPEP; Helmus, 2007; Doren, 2007). Also, these results could speak to the clientele
served at the SF clinics, meaning that perhaps the clients provided sex offender services
do not represent the high risk sex offenders in need of treatment, but rather represent the
individuals demonstrating broad criminality (i.e., drug offenses, assaults, vandalisms,
opportunistic sex offenses) due to impulsivity and other antisocial characteristics, but not
necessarily the predatory high risk offenders often referred to by the media. These types
of offenders may display a varied criminal repertoire rather than a conventional modi
operandi. Available evidence is consistent with this statement in demonstrating a link
between general criminality and non-completion of sex offender program, which is
therefore a risk for recidivism (Nunes & Cortoni, 2008). Therefore, these results may
indicate that it is not a SF treatment issue, as the clinics are serving the population sought
after in the SASCA contract (Substance Abuse graduates with a sexual offense), but
rather a contract issue as to whom ought to retain such services to meet the communities’
and clientele’s needs. For example, is SASCA attempting to target low or high risk
offenders? The Static-99 can be used to determine one’s risk prior to entering treatment
in order to ensure the proper population is being served. Literature regarding treatment
show that offender self-selection into treatment versus non-treatment, the statistical
association between treatment completion and lowered recidivism rates can be explained
as simply as reflecting that lower risk offenders disproportionately volunteer for
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treatment (Rice & Harris, 2003). As such, treatment may not cause the lowering of risk
but may simply serve as a tool for differentiating between lower and higher risk offenders
(Rice & Harris; Doren & Yates, 2008). Also, a hidden reason for many to volunteer for
the SASCA Program is that they need housing. That is, they come in with a criminogenic
need to start with, get six months of free housing and then have to find their own.
Because of the housing restrictions imposed by policy and legislation they now have to
register as vagrant and still somehow get to treatment.
Recommendations
Administrative Data
San Diego would benefit from increasing the documentation on such demographic
information, such that Age is considered a risk factor when completing risk assessments.
Therefore, it is important to document age/DOB in order to best identify one’s level of
risk. However, the absence of a documented DOB does not equate to incomplete risk
assessments; it merely indicates that the site may need to document such data in multiple
locations to assist in efficient data collection and analysis.
Employment and Housing Status and treatment attrition are examples of
criminogenic needs and are related to rates of recidivism (Hanson & Harris, 1998;
Valliere, 1997; Andrews & Bonta; Ward & Stewart). With respect to Employment Status
at Discharge and Housing Status at Discharge, the results of these measures indicate that
SF is not able to track or does not have a viable, systematic tracking system in place for
when clients leave the program. Additionally, with respect to the results, the Inland
Empire clinic appears to be the most vigilant in documenting such measures, but there is
room for improvement in terms of tracking and documenting Employment at Discharge
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and Housing at Discharge, as they are important in terms of targeting criminogenic needs.
Additionally, these results may be the result of when intake was completed, indicating the
need for standardization of procedure with respect to these factors. All sites, especially
San Diego, would benefit from a systematic post-discharge tracking system. These
factors could be influenced by when the intake was completed (forced choice or
otherwise) and how these variables were rated by individual staff members. Such
dynamics might skew the type of admission, discharge, or housing status depending on
when the information is relayed to SF staff. For example, if a client does not attend and
SF staff calls his Parole Agent and never hear back regarding his discharge status, SF
staff then unsystematically reports his status at the time prior to discharge. Therefore,
each site would benefit from the creation and implementation of a systematic tracking
system for tracking individuals once they have discharged from the program. This is also
important in terms of keeping current with research and professional trends and with
regards to professional accountability. It is noted that this requires cooperation from
Parole that is beyond the control of individual clinics. In order to implement a more
systematic tracking system, the SF clinics would benefit from creating a position for an
intake worker and client coordinator, whose sole job duties would be to track and
document client information.
The results regarding documented Intake information indicates that Los Angeles
would benefit from increasing the consistency with which intake procedures are carried
out and/or make sure the intake packets are properly filed for ease of accessibility. All
clinics may increase their uniformity with respect to consistency and filing procedures by
assigning the intake process and all related activities (i.e., assessment and report writing,
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which includes information regarding risk factors, mental status, diagnoses, and initial
treatment planning) to one well-trained staff rather than assigning the intake to whomever
may have an open time slot for ease of scheduling. This will help to reduce the
probability of missing and/or incomplete client data.
Determining Risk Factors are an important aspect of sex offender treatment, as
such needs can provide clinicians with information concerning the impact of treatment on
an individual’s level of risk and also indicate where change has occurred (Ward &
Brown, 2004; Seto; Ward & Stewart). The Risk Factor results indicate that the Los
Angeles and the Inland Empire clinics would benefit from increasing their documentation
of and/or confirm that the Risk Factors are properly filed for ease of accessibility and
professional accountability with respect to treatment goals and interventions.
With respect to Mental Status information, the SF clinics need to document this
measure with more regularity, as the Mental Status of each individual is an important
aspect of treatment as this information speaks to the appropriateness of treatment
available within the SASCA program. The results of this measure indicate that the SF
clinics are not consistently documenting Mental Status.
For the purposes of this evaluation and within the context of the SF SASCA
treatment program, Treatment Plans speak to the appropriateness of treatment available
within the SASCA program and types of criminogenic needs that may be addressed in
treatment. Results of this measure indicate that SF clinics may need to increase their
conscientiousness regarding this measure. These results do not indicate whether or not
the Treatment Plans were ever completed by staff, but rather whether or not the
Treatment Plan was available for review in the archived charts.
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Criminogenic Needs Data
Based on the results found regarding Discharge Status, all sites would benefit
from increasing the level of post-program monitoring in order to assess the degree to
which the interventions provided were targeting the client’s needs. The development of a
more systematic approach to documentation would be beneficial in this regard.
However, with regard to Housing, all sites would benefit from increasing the level
of pre-and-post-program monitoring in order to assess the degree to which the
interventions provided were targeting their individual criminogenic needs. Perhaps the
development of a more systematic approach to documentation would be beneficial in this
regard. The implementation of a pre-and-post intervention and outcome measure would
allow SF to determine whether the interventions implemented are addressing the
clientele’s dynamic risk factors.
The determination of static and dynamic risk factors are an important component
of sex offender treatment. Data concerning static assessment revealed that San Diego had
a higher rate of completed information with respect to the Static-99, indicating that they
either improved their tracking and documentation system over the two clinic sites or that
other agencies, such as Parole, were more willing to cooperate and impart the information
critical to completing an accurate and valid Static-99 score. Therefore, the Los Angeles
and Inland Empire clinics would benefit from more collaborative relationships with local
Parole offices or score the Static-99 with incomplete CII information. Also, with respect
to the Stable 2000/Acute 2000, SF sites would benefit from standardization of assessment
procedures and the appointment of an Intake Staff member whose sole job duties include
the intake and assessment.
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Andrews and Bonta (2003) advocate the use of risk/need/responsivity principles
in determining the course of treatment for a particular individual. The risk principle
supports varying the intensity of treatment according to the previously mentioned static
and dynamic risk factors for a given individual (Harkins & Beech, 2007). In this way,
resources are more appropriately used to provide treatment to higher risk offenders who
can benefit from more intensive treatment, such as the SF SASCA program, than to lower
risk individuals who have a lower risk for reoffense (Harkins & Beech). There is
evidence to support that individuals at differing levels of risk have differential responses
to treatment (Andrews & Dowden, 2006; Friendship, Mann, & Beech, 2003). According
to the need principle, treatment should be tailored to address criminogenic factors of the
individual offender using dynamic risk factors, as previously discussed. The responsivity
principle dictates that treatment style should be tailored to meet the learning style and
abilities of the individual (Andrews & Bonta, 2003). This was not directly assessed in this
program evaluation, but was indirectly assessed in Administrative Data when assessing
for Diagnoses, Risk Factors, and Mental Status Exam and is recommended as part of the
treatment process to decrease an individual offender’s risk of recidivism. When
correctional treatment adheres to all three of the risk, need, and responsivity principles,
the effect size for positive outcome is .26, if only adhering to two, the mean effect size is
.18, and if only one of three principles is adhered to, the effect size is minimal at .02
(Andrews & Bonta). Taking these three principles into account when providing treatment
to sex offenders optimizes the effectiveness of treatment. Therefore, it is suggested that
SF take into account risk level, dynamic risk factors, and individual characteristics that
may influence success in treatment, acknowledging the impact these may have on
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treatment outcome studies. These suggestions are consistent with the literature
surrounding ‘what works’ in the treatment of sex offenders (McGuire, 2002) and the
principles of risk/need/responsivity can be implemented to within a more positive
framework for approaching treatment (Marshall, et al, 2005; Ward & Stewart, 2003). It is
noted that there is an inherent difficulty with contracts that specify length of treatment
regardless of risk/need.
The Static-99 can be used by SF to determine a client’s level of risk for reoffense
as well as risk for treatment attrition as they enter treatment in order to ensure the proper
population is being served as well as to target their individual needs early on in treatment,
as the results of this evaluation indicate the most attrition occurred under 100 days.
Evidence is consistent with this recommendation in demonstrating a link between general
criminality and non-completion of treatment and the association of criminality and
treatment attrition (Nunes & Cortoni, 2008). Researchers have used the Static-99, to
assess the criminality dimension and it was hypothesized that general criminality items
on the Static-99 was associated with treatment attrition (Nunes & Cortoni). In addition.
the Stable 2000/2007 and Acute 2000 are optimal for identifying the precursors to
treatment failure as they focus on dynamic risks.
Results regarding Employment Status and Housing Status at Discharge show
improvement in these risk factors, which is an indication that the client’s had addressed
this criminogenic need in treatment on some level. There is increasing empirical support
for the concept that improvement of the offender’s quality of life plays an instrumental
role in reducing recidivism rates (Ward & Brown, 2004; Ward & Stewart, 2003),
therefore addressing housing and employment issues should be addressed in treatment as
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a target of criminogenic risk. However, whether this change is due to the program or
individual differences is beyond the scope of this evaluation as there is no outcome data
to measure or support this. Outcome research is recommended to SF in order to provide
data regarding the effectiveness of their treatment interventions. As such, treatment
providers have an obligation to evaluate what they do and should strive to use the best
research designs possible given the practical realities of their treatment setting (McGrath,
et ah, 2003).
The implementation of more specific treatment intervention designed to target atrisk clients during the critical first 100 to 200 days of treatment is warranted. Results of
this evaluation show that a number of clients are discharging from the program early
within this time period and is therefore a significant time for interventions aimed at
addressing these needs, particularly with respect to drug and alcohol treatment, which
was responsible for the majority of client attrition during this time period. Therefore,
increasing substance abuse treatment during the first 100 days may prove a buffer against
attrition of this type, thus targeting this specific recidivism factor. Also, the SASCA
program offers intensive treatment due to substance abuse issues, regardless of their
actuarial risk of sexually reoffending. That is, they may not be high risk offenders and the
treatment may be too intensive for them, relative to their risk and criminogenic needs,
thereby warranting more focus on substance abuse issues.
Limitations
There are numerous limitations of the current program evaluation. With respect to
data collection, there were limitations set forth by IRB that limited where the information
of interest could come from, causing an inherent restriction of the information that could
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be gathered and assessed. This limitation may have suppressed some of the findings of
the current evaluation, as there was no way to know whether the information of interest
was actually systematically recorded and documented if it was done so elsewhere than
within the archived charts. Another limitation that may have impacted the outcome of the
evaluation was the lack of complete data sets, which resulted in a decreased sample for
certain variables measured, which in turn reduced the power of the results. Therefore,
lack of complete data sets may have adversely impacted the overall results and, in turn,
may not have produced the most accurate evaluation of the SF SASCA program.
When developing the Methods of the evaluation, Parole Agent was not considered
as a factor that may influence the efficacy of the program. Parole agent could affect the
outcome of the evaluation with respect to type of discharge. For example, a strict Parole
agent may violate a client for a minor infraction, whereas a lax Parole agent may not
violate a client or may only violate egregious transgressions. This would influence the
outcome of the evaluation if a Parole agent had a disproportionate number of clients in
the program compared to other agents. Therefore, discharge type is heavily influenced by
the Parole agent with respect to parole violations. Also with respect to discharge type,
Global Positioning System (GPS) devices were not considered when developing the
methodology for this evaluation. GPS may render clients more likely to be discharged for
violations due to the increased level of supervision. This was not accounted for in the
analysis of discharge types and may result in an increase of discharges due to parole
violations. Lastly, intake worker was also not controlled for when designing the
methodology of this evaluation. Differing documentation measurement was not expected
and was not controlled for, thereby perhaps impacting the outcome of the evaluation in

88
numerous ways, such as lack of complete data sets and therefore a paucity of complete
and accurate data was unavailable and may have affected the outcomes of this evaluation.
Therefore the results of the evaluation could be impacted by these factors.
With respect to discharge status and other criminogenic factors, any outcomes
from current and future data, if the SASCA program were to implement a more
comprehensive tracking system, cannot be attributed to the program interventions, as
there is an absence of causal data to support the notion.
Future Direction
Given the limitations of the design, it would be beneficial for Sharper Future
clinics to implement an on-going internal evaluation utilizing all of the available data that
was unable for the purposes of this evaluation to determine the level of adherence to
guidelines set forth by the SASCA contract as well as adherence to the most recent data
on sex offender treatment. First, it could benefit the clients to do a more consistent job of
tracking criminogenic needs. Second, that there is a wealth of information to be gathered
and that SF has gathered a significant amount of data, but that it is not currently as useful
as it could be because it is not uniformly adhered to. Lastly, SF could apply these
findings to other contracts where they treat high risk offenders.
Use of the Static-99 scores as a part of a research project to determine the level of
risk as appropriate for treatment with respect to SASCA guidelines as well as the
determination of risk of attrition, which has been positively correlated with recidivism.
Lastly, using the results of this evaluation, SF clinics could tailor their programs
to adhere to quality assurance principles and research principles with respect to “what
works” in sex offender literature. They could also use the data as a catalyst for an
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outcome study and with the utilization of better tracking of their clientele and
implementation of more strategic interventions targeting individual needs, thus coming in
line with current research trends and professional accountability standards with respect to
the treatment of sexual offenders.

90
References
Abel, G. G., Lawry, S. S., Karlstrom, E., Osborn, C., & Gillespie, C. F. (1994). Screening
tests for pedophilia. Criminal Justice and Behavior, 27(1), 115-131.
Andrews, D. A., & Bonta, J. (1998). The Psychology of Criminal Conduct, 2nd Ed.
Anderson Publishing Company, Cincinnati, Ohio.
Andrews, D. A., & Bonta, J. (2003). The psychology of criminal conduct, 3rd edition.
Cincinnati, OH: Anderson.
Andrews, D. A., & Dowden, c. (2006).Risk principle of case classification in correctional
Treatment. International Journal of Offender Therapy and Comparative
Criminology, 50, 88-100.
Association for the Treatment of Sexual Abusers (ATSA), (2001). Ethical standards and
principles for the management of sexual abusers. Beaverton, OR: Author.
Beck, A. T., Freeman, A., & Davis, D. D. (2004). Cognitive Therapy of Personality
Disorders, 2nd Ed. (pp. 162- 186). The Guilford Press, New York.
Beech, A. R., & Mann, R. E. (2002). Recent developments in the treatment of sexual
offenders. In J. McGuire (Ed.), Offender rehabilitation and treatment: Effective
programs and policies to reduce reoffending (pp. 259-288). Chichester: Wiley.
California Office of the Attorney General (2004). Sex offender statistics as of June 1,
2004. Retrieved August 14, 2006, from
http://caag.state.ca.us/megan/pdf/5_04piel.pdf
California Office of the Attorney General (2002). Sex offender statistics as of July, 2002.
Retrieved August 14, 2006, from http://ag.ca.gov/megan/pdf/ca_sexoff_0702.pdf
Choca, J. P., & van Denburg, E. (1997). Interpretive guide to the Millon Multiaxial
Inventory, 2nd Ed. Washington: American Psychological Association.
Community-based sex offender program evaluation project: 1999 report to the
Legislature (1999).
Craig, L. A., Browne, K. D., Stringer, I., & Beech, A. (2005). Sexual recidivism: A
review of static, dynamic, and actuarial predictors. Journal of Sexual Aggression,
77(1), 65-84.
Craissati, J., & Beech, A. (2003). A review of dynamic variables and their relationship to
risk prediction in sex offenders. Journal of Sexual Aggression, 9(1), 41-55.
Doren, D. M. (2006). What do we know about the effect of aging on recidivism risk for

91
Sexual offenders? Sexual Abuse: A Journal of Research and Treatment, 18{2),
137-157.
Doren, D. M., & Yates, P. M. (2008). Effectiveness of sex offender treatment for
psychopathic sexual offenders. International Journal of Offender Therapy and
Comparative Criminology, 52, 234-245.
Epperson, D. L., Kaul, J. D., Goldman, R., Ehiot, S. J., Hesselton, D., & Alexander, W.
(2004). Minnesota Sex Offender Screening Tool Revised (MnSOST-R). St. Paul,
MN.
Fischer, L. (2000). The Abel screen: A nonintrusive alternative? In D. R. Laws, S. M.
Hudson, & T. Ward (Eds.), Remaking relapse prevention with sex offenders: A
sourcebook (pp. 303-318). Thousand Oaks, CA: Sage.
Friendship, C., Mann, R. E., & Beech, A. R. (2003). Evaluation of a national prison
based treatment program for sexual offenders in England and Wales. Journal of
Interpersonal Violence, 18, 744-759.
Green, R. L. (2000). The MMPI-2: An Interpretive Manual (2nd ed.). Boston: Allyn and
Bacon.
Greenfield, L. A. (1997). Sex offenses and offenders: An analysis of data on rape and
sexual assault. Washington, DC: U.S. Department of Justice, Bureau of Justice
Statistics.
George, W. H., & Marlatt, G. A. (1989). Introduction. In D. R. Laws (Eds.), Relapse
Prevention with sex offenders (pp. 1-31). New York: Guilford.
Hanson, R. K. (2002). Recidivism and age: Follow-up data on 4,673 sexual offenders.
Journal of Interpersonal Violence, 17, 1046-1062.
Hanson, R. K. (2001). Age and sexual recidivism: A comparison of rapists and child
molesters. User report 2001-01. Ottawa: Department of the Solicitor General of
Canada website, www.sgc.gc.ca
Hanson, R. K., & Bussiere, M. T. (1998). Predicting relapse: A meta-analysis of sexual
offender recidivism studies. Journal of Consulting and Clinical Psychology,
66(2), 348-362.
Hanson, R. K., Gordon, A., Harris, A. J. R., Marques, J. K., Murphy, W., Quinsey, V. L.,
& Seto, M. C. (2002). The first report of the collaborative outcome data project
on the effectiveness of psychological treatment for sexual offenders. Sexual
Abuse: A Journal of Research and Treatment, 14, 169-194.
Hanson, R. K., & Harris, A. (2000). The sex offender need assessment rating (SONAR):

92
A method for measuring change in risk levels (2000-1). Ottawa: Department of
the Solicitor General of Canada.
Hanson, R. K., & Morton-Bourgon, K. E. (2005). The characteristics of persistent sexual
offenders: A meta-analysis of recidivism studies. Journal of Consulting and
Clinical Psychology, 73(6), 1154-1163.
Hanson, R. K., & Morton-Bourgon, K. E. (2004). Predictors of sexual recidivism: An
updated meta-analysis. (Research Rep. No. 2004-02). Ottawa, Canada: Public
Safety and Emergency Preparedness Canada.
Hanson, R. K., Steffy, R. A., & Gauthier, R. (1993). Long-term recidivism of child
molesters. Journal of Consulting and Clinical Psychology, 61, 646-652.
Hare, R. D. (1998). Psychopaths and their nature: Implications for the mental health and
criminal justice systems. In Millon, T., Simonsen, E., Birket-Smith, & Davis, R.
D. (Eds.), Psychopathy: Antisocial, criminal, and violent behavior. New York:
The Guilford Press.
Harkins, L. & Beech, A. R. (2007). A review of the factors that can influence the
Effectiveness of sexual offender treatment: Risk, need, responsivity, and process
Issues. Aggression and Violent Behavior, 12, 615-627.
Harris, A. J. R., & Hanson, R. K. (2004). Sex offender recidivism: A simple question.
(Research Rep. No. 2004-03). Ottawa, Canada: Public Safety and Emergency
Preparedness Canada.
Harris, A., Phenix, A., Hanson, R. K., & Thornton, D. (2003). Static-99 coding rules:
Revised 2003. Ottawa: Department of the Solicitor General of Canada.
Helmus, L. (2007). A multi-site comparison of the validity and utility of the Static-99 and
Static-2002 for risk assessment with sexual offenders. Unpublished B.A. thesis,
Carlton University, Ottawa, Ontario, Canada.
Hernandez, M. (2000). Using logic models and program theory to build outcome
accountability. Education and Treatment of Children, 23(1), 24-41.
Kenworthy, T., Adams, C. E., Bilby, C., Brooks-Gordon, B., & Fenton, M. (2004).
Psychological interventions for those who have sexually offended or who are at
risk of offending. The Cochrane Database of Systematic Reviews, 4.
Knopp, F.H. (1984). Retraining adult sex offenders: Methods and models. Orwell, VT:
Safer Society.
Knopp, F. H., Freeman-Longo, R., & Stevenson, W. (1992). Nationwide survey of
juvenile and adult sex-offender treatment programs. Orwell, VT: Safer Society.

93

Laws, D. R. (1989). Relapse prevention with sex offenders. New York: Guilford.
Listiak, Carich, & Graham (2006). How to develop a program evaluation and quality
Assurance System (Presented at the Association for the Treatment of Sexual
Abusers (ATSA) Conference, Chicago, IL).
Marshall, W. L., & Anderson, D. (2000). Do relapse prevention components enhance
Treatment effectiveness? In D. R. Laws, S. M. Hudson, & T. Ward (Eds.),
Remaking relapse prevention with sex offenders: A sourcebook (pp. 39-55).
Thousand Oaks, CA: Sage.
Marshall, W. L., & Barbaree, H. E. (1988). The long-term evaluation of a behavioral
Treatment program for child molesters. Behavior Research and Therapy, 26, 499511.
Marshall, W. L., Ward, T., Mann, R. E., Moulden, H., Fernandez, Y. M., Serran, G., et al.
(2005). Working positively with sexual offenders: Maximizing the effectiveness
of treatment. Journal of Interpersonal Violence, 20, 1096-1114.
McGrath, R. J., Gumming, G., Livingston, J. A., & Hoke, S. E. (2003). Outcome of a
treatment program for adult sex offenders: From prison to community. Journal
of Interpersonal Violence, I8(\), 3-17.
McGuire, J. (2002). Integrating findings from research reviews. In J. McGuire (Ed.),
Offender rehabilitation and treatment: Effective programs and policies to reduce
reoffending (pp. 3-38). Chichester: Wiley.
Nichols, D. S. (2001). Essentials ofMMPI-2 assessment. New York: John Wiley
& Sons, Inc.
Nunes, K. L., & Cortoni, F. (2008). Dropout from sex-offender treatment and dimensions
of risk of sexual recidivism. Criminal Justice and Behavior, 35, 24-33.
Pithers, W. D. (1990). Relapse prevention with sexual aggressors: A method for
Maintaining therapeutic change and enhancing external supervision. In W. L.
Marshall, D. R. Laws, & H. E. Barbaree (Eds.), The handbook of sexual assault:
Issues, theories, and treatment of the offender (pp. 214-239). New York: Van
Nostrand Reinhold.
Quinsey, V. L., Khanna, A., Malcolm, B. (1998). A retrospective evaluation of the
Regional Treatment Center Sex Offender Treatment Program. Journal of
Interpersonal Violence, 13, 621-644.
Ringel, C. (1997). Criminal victimization in 1996; changes 1995-1996 with trends 19931996 (NCJ-165812). Washington, DC: Bureau of Justice Statistics, U. S.

94
Department of Justice.
Roberts, C. F., Doren, D. M. , & Thornton, D. (2002). Dimensions associated with
assessments of sex offender recidivism risk. Criminal Justice and Behavior, 29,
569-589.
Royse, D., Thyer, B. A., Padgett, D. K., & Logan, T. K. (2001). Program evaluation: An
introduction, third edition. United States: Brooks/Cole.
Sattler, J. M. (2001). Assessment of Children: Cognitive Applications. San Diego:
Jerome M. Sattler, Publisher, Inc.
Scott, L. K. (2003). Community management of sex offenders. In B. K. Schwartz & H. R.
Cellini (Eds.), The sex offender (Vol. 2). Kingston, NJ: Civic Research Institute.
Seto, M. C. (2005). Is more better? Combining actuarial risk scales to predict recidivism
among adult sex offenders. Psychological Assessment, 17(2), 1040-3590.
Sprinkle, S. D., Lurie, D., Insko, S. L., Atkinson, G., Jones, G. L., Logan, A. R.,
& Bissada, N. N. (2002). Criterion validity, severity cut scores, and test-retest
Reliability of the Beck Depression Inventory - II in a university counseling center
sample. Journal of Counseling Psychology, 49, 381-385.
Stoner, A. S., & George, W. H. (2000). Relapse prevention and harm reduction. In D. R.
Laws, S. M. Hudson, & T. Ward (Eds.), Remaking relapse prevention with sex
offenders: A sourcebook (pp. 39-55). Thousand Oaks, CA: Sage.
Strack, S. (2002). Essentials ofMillon inventories assessment, Second edition. New
York: John Wiley & Sons, Inc.
Thornton, D. (2006). Age and sexual recidivism: A variable connection. Sexual Abuse: A
Journal of Research and Treatment, 18(2), 123-135.
Tjaden, P., & Thoennes, N. (1998). Prevalence, incidence, and consequences of violence
Against women: Findings from the National Violence Against Women Survey.
Washington, DC: National Institute of Justice.
Valliere, V. N. (1997). Relationships between alcohol use, alcohol expectancies, and
sexual offenses in convicted sex offenders. In B. K. Schwartz & H. R. Cellini
(Eds.), The Sex Offender (Vol. 2). Kingston, NJ: Civic Research Institute.
Viglione, D. J. (1999). A recent research addressing the utility of the Rorschach.
Psychological Assessment, 11, 251-265.
Viglione, D. J. & Hilsenroth, M. (2001). The Rorschach: Facts, fictions, and future.
Psychological Assessment, 13, 452-471.

95

W. K. Kellogg Foundation (2004). W. K. Kellogg Foundation Logic Model
Developmental Guide. Retrieved on September 5, 2008, from
http://www.wkkf.org/Pubs/Tools/Evaluation/Pub3669.pdf
Ward, T., & Brown, M. (2004). The good lives model and conceptual issues in offender
rehabilitation. Psychology, Crime, and Law, 10(3), 243-257.
Ward, T., Louden, K., Hudson, S. M., & Marshall, W. L. (1995). A descriptive model of
The offense chain for child molesters. Journal of Interpersonal Violence, 10, 452472.
Ward, T., & Stewart, C. (2003). Criminogenic needs and human needs: A theoretical
Model. Psychology, Crime, &Law, 9(2), 125-143.
Wolf, S. C. (1984). A multi-factor model of deviant sexuality. Paper presented at the
Third International Conference on Victimology, Lisbon, Portugal.

96
Appendix A-SASCA Contract

,t,r I™" ^ ^ '■nlirely, 1 tmwp for
Jufy 1, lutf
jd, jmb.

^EdlIi^ ^ rAU| ^

FttnJalHMrnEjnilwmi, trc.

^ ,
V - -yjrw 3i} ^pi«iV pwba «H

Reoton IV:

! ttB-1 OnifuTisig Nama:
BMroei Fatura__________
Ccn»rifci BurtnMB
Aitaimr CHy;
Cofporatir Tettyj^nc: ^Ktt0§
Cnpwtnp Pac M—

J

CE.P CarpofalB LjmJHanig
Cojmj;

_____ c«r F-aicM

CBP
Ntof«:
.Stafppf FJiim__________
CUM FBOltt Elrooi AdritSTci

C cntod r+Sir,Ctlijrty-

l<i» WiirVIHiamiwi N|jMb«r;
I1
k: (J® hem««J bOH^fiE.iPE«TlAL iOp
Gnx«&prv£4ti
0

Mnlfi 2BP

□

Finnic

-m
# Pms^r^in to fee tirwU
tt fflroto« is «s tuaniPd

K

S ti vwfti. X Ci wi-j
Rct*ttiurrB(nftn| (late

TolSJ Cnsrl

RubntrOfMftitnl Aohg

T cAnl

rndt^liitel SffTv^QfH}

O fA&±
□

KejnEla -

# Paratef* m ^ BBrv»3

RtwiftirMfilcK Ral»

tctxiocst

“ P«T*t*if CD b« served

r Wntmtswiw^ Ran^

XrtalCwrf

_________ _____ _

^

r”"0” ’«>-»■'«-«“ frevHwjo «c«

,^, inlwnjfr

,

6r arcVa6tbJtkwi^|BTOnnBwaiBt,4|i^F^^^fo5ttWiiF_

■clp;--- ------------ -Ijjp-y
ftifUibnaec)
Rnpnw&nitiBwc

fiSCA:
Rrrrin**ij fu] Aoprairja
by/mlfwizec
RspresErttattiM
■qsa?:
~
Kp.^wcJ t*y AuPwrir*#
KBprasgitaih*p

qinlrr
AjEUfanW

t

pSF

3

UNIVERSITY LIBRARIES
LOMA LINDA, CALIFORNIA

97

Appendix B-Project Tracking Log
Client ID #:
Inclusion Criteria
Date of Entry
Date of Discharge
Length of Stay
Date of Birth
Age
Race
Gender
Total # of Sessions
Clinic Site
Type of Discharge

InfoAvail
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Employment Admission

Yes No

Employment Discharge

Yes No

Housing Admission

Yes No

Housing Discharge

Yes No

Intake Packet

Yes No

ABEL Assessment
MCMI-III
MMPI-2
Static-99
Stable 2000/Acute 2000

Yes
Yes
Yes
Yes
Yes

No
No
No
No
No

Criteria

Male

Female

Colton
Los Angeles
San Diego
Attrition Parole Violation/Abscond
Program Completion
Attrition Parole Agent Reassignment
Attrition Housing Change/Finances/Employment
Treatment Dismissal Problematic/Disruptive/Disrespectful
Employed: Self/Other
Employed: Full/Part
__/Seeking/Not Seeking
Unemployed: How Long.
Recently Incarcerated Student: Full/Part
Receiving Disability
Other:
Employed: Self/Other
Employed: Full/Part
__/Seeking/Not Seeking
Unemployed: How Long.
Recently Incarcerated
Student: Full / Part
Disabled
Other:
Homeless Incarcerated Renting Room/Apartment/House
Own Home/Condo/Trailer
Living with:
Parents/Relatives/Spouse/Partner/Children/Friend/Roommate
Sober Living Home Public Housing Group Home
Other:
Homeless Incarcerated Renting Room/Apartment/House
Own Home/Condo/Trailer
Living with:
Parents/Relatives/Spouse/Partner/Children/Friend/Roommate
Sober Living Home Public Housing Group Home
Other:
MSE
Sexual Reoffense Risk Factors
Initial Treatment Plan
DSM-IV-TR Diagnoses

